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(Secobarbital Sodium, Lilly) 


rapid action, short duration— patient awakens refreshed 


In 1/2, 3/4, and 1 1/2-grain pulvules 


EL! LILLY AND COMPANY « INDIANAPOLIS 6, INDIANA, U. S. A. 
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‘iow many of these people 


All of them! 


Most of them are feeling fine and want to stay that 
way. And that’s exactly why they need a doctor, 
For the surest way to stay healthy is to get in the 
habit of consulting a doctor regularly 


A prompt report to your doctor of any real change 
in your physical condition may allow him to halt 
a disease before it becomes serious. A regular medi- 
cal check-up may detect some illness before you are 
aware of it. 

Copyright Devise & Company 


need a doctor? 


And in treating and consulting with you through 
the years, your doctor builds valuable records on 
your physical assets and liabilities. He gets to know 
your emotional make-up. He can do more for you 
when he has an intimate understanding of you 
as @ person. 


Through your doctor you can take advantage of 
the vast resources of medical science and recent 
advances in treatment of many conditions. 


Perhaps, at the moment, you don't have a family 


physician. If not, start making inquiries now — 
don't wait for an emergency to force you into a 
frantic search for a doctor, 


You may wish to consider several doctors 
before you pick the one who is “right” for you 
Once you have made your selection, give him 
your complete confidence, as you would any other 
trusted member of your family circle. Remember, 
your doctor is the best “preventive medicine” your 
family can have. 


How many these 


PARKE, DAVIS & COMPANY 


Laberetenes Detroit 32. Micmigan 


One o) a series of messages on the importance 

of promot and proper medical care, published by 

Parke, Davis & Company—makers of medicines prescribed by 
physicians and dispensed by pharmacists. 
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people need. a doctor ? 


We're telling the millions of readers of LIFE, TIME, 


Saturday Evening POST, NEWSWEEK, and TODAY’S HEALTH 


-All 


The message shown on the opposite page is the 
latest advertisement in Parke, Davis & Com- 
pany’s “See Your Doctor” campaign which has 
been continuously published for the past 26 
years. 


We believe it a part of our responsibility as a 
maker of medicines to point out to the general 
public that the doctor is the best “preventive 
medicine” a family can have. 


To be of real service to the cause of Medicine, 
our messages must not only be given wide 
circulation but must be the type that people 
will find interesting and readable. So we try 


hard to make the general subject of prompt and 
proper medical care “come alive” to the man on 
the street, the woman in the home. 


Seven of these messages are reprinted in the 
booklet, “Your Doctor and You.” If you wish a 


few copies for your reception room table, please 
let us know. 


PARKE, DAVIS & COMPANY 


Research and Manufacturing Laboratories, Detroit, Michigan 
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HYDROCHLORIDE 


« reduces nasal engorgement .. . 


: A few drops of Neo-Synephrine 0.25% in each nostril will promptly 

Re check mucosal engorgement and hypersecretion, promoting greater 
a: breathing comfort over a period of several hours. 

ae The resultant relief to the hay fever sufferer is decidedly 


oe gratifying. Prolonged action of Neo-Synephrine makes fewer 
applications necessary, consequently longer periods of rest and 


0.5% Solution; 0.25% sleep are possible. 


Neo-Synephrine does not lose its effectiveness on repeated 
1% Solution and may, therefore, be relied upon to give relief throughout the 
0.5% water soluble Jelly fever season. 
weinin eo-Synephrine is practically free from sting compensatory 
Ven ©. congestion; does not appreciably inhibit ciliary activity. 
49:234, Fob., 1949. Neo-Synephrine has been found relatively free from systemic 
side effects such as nervous excitation, cardiac reaction 
or insomnia even when tested on hypertensive, 
cardiac and hyperthyroid patients.’ 


NEW YORK 18, N. Y. WINDSOR, ONT. 


Neo-Synephrine, trademark reg. U.S. Pot. Off, brand of phenylephrine. 
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BRAND OF CHLORMERODRIN 


NORMAL OUTPUT AN DBD WATE R 


Individualized daily dosage of NEOHYDRIN -- 1 to 6 tablets a day as needed -- 
prevents the recurrent daily sodium and water reaccumulation which may occur 
with single-dose diuretics. Arbitrary limitation of dosage or rest periods to 
forestall refractivity are unnecessary. Therapy with NEOHYDRIN need never 
be interrupted or delayed for therapeutic reasons. Because it curbs sodium 
retention by inhibiting succinic dehydrogenase in the kidney only, NEOHYDRIN 
does not cause Side actions due to widespread enzyme inhibition 


in other organs. 


Prescribe NEOHYDRIN in bottles of 50 tablets. 
There are 18.3 mg. of 3-chloromercuri-2-methoxy- 
propylurea in each tablet. 


Leadership in diuretic research 
LAKESIDE LABORATORIES, INC-MILWAUKEE 1, WISCONSIN 
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Patients presenting such classic menopausal symptoms as hot flushes cause little 
diagnostic difficulty. However, throughout the period of declining ovarian function 
which may begin long before hot flushes appear, many women complain of distressing 
symptoms which though less clearly defined are actually due to estrogen deficiency. 
For example, insomnia, headache, easy fatigability, and symptoms affecting the 
bones, joints, and the skin may not be readily identified as due to estrogen deficiency 
because they may occur years before, or even years after cessation of menstruation. 


Investigators’ have found that as the body attempts to adjust itself to declin- 
ing estrogen production, a number of symptoms may appear which call for the prompt 
institution of estrogen replacement therapy. These symptoms may be nervous, cir- 
culatory, arthralgic, or dermatologic in character because the loss of ovarian hormone 


@ “withdraws one of the most important metabolic regulators of the organism”?’ and 
. affects many body functions. If such metabolic imbalance or deficiency is evidenced, 


3 the administration of estrogen is clearly indicated. 


“PREMARIN” presents the complete equine estrogen-complex as it naturally 


2 occurs, “Premarin” not only produces prompt symptomatic relief, but it also imparts 

. a gratifying and distinctive “sense of well-being.” It has no odor . . . imparts no 

odor. 

CGUNCIL ON 

PHARMACY 

3 E strogenic substances (water-soluble), also known as conjugated estrogens (equine). . 
Available in both tablet and liquid form. 


1. Werner, A.: Acta endocrinol, 13:87, 1953. 
2. Malleson, J.: Lancet 2:158 (July 25) 1953. 


3. Goldzieher, M, A., and Goldzieher, J. W.; Endocrine Treatment im General Practice, New York, Springer Publishing Company, Inc., 1953, p. 23. 


NEW YORK, N. ¥. © MONTREAL, CANADA 
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DOCTOR, WHEN YOUR PATIENTS 


“Which Cigarette 
Shall 


ASK... 


«+» REMEMBER THAT NEW VICEROY GIVES SMOKERS 


DOUBLE THE FILTERING ACTION! 


NEW AMAZING FILTER OF ESTRON MATERIAL 


@ This new-type filter, of non-mineral, cellulose- 
acetate, Estron material, exclusive with Viceroy Ciga- 
rettes, represents the latest development in 20 years 
of Brown & Williamson filter research. Each filter con- 
tains 20,000 tiny filter elements that give efficient filter- 
ing action; yet smoke is drawn through easily, and flavor 
is not affected. 


PLUS KING-SIZE LENGTH 
@ The smoke is also filtered through Viceroy’s extra 
length of rich, costly tobaccos. Thus Viceroy actually 
gives smokers double the filtering action . . . to double 
the pleasure and contentment of tobacco at its best! 


ONLY A PENNY OR TWO MORE 


New hing-Size | 
Kilter Lip VICEROY j 


OUTSELLS ALL OTHER FILTER TIP CIGARETTES COMBINED Kips 


ICERoy 


KING. 
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Upjo 


long-acting 
androgen: 


Keg. U.S. Pat. Off. CYCLOPENTYLPROPIONATE 


Tratemark 


Depo-lestosterone 


Each ec. contains: 

Testosterone Cyclopentylpropionate 
50 mg. or 100 mg. 
Chlorobutanol 5 mg. 
Cottonseed Oil 


50 mg. per cc. available in 10 cc. vials 


100 mg. per cc. available in 1 cc, and 
10 ce. vials 


The Upjohn Company, Kalamazoo, Michigan 
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for most menopausal patients §& 


EFFECTIVE 


“...very successful in the relief of symptoms...”” 


WELL TOLERATED 


“,.. effective maintenance dose is 0.05 mg. or less daily... 


... side effects are minimal. 


ECONOMICAL’ 
well within the range of the average patient. 


1. Parsons, L., and Tenney, B., Jr.: 
M. Clin. North America 3471537, 
1950. 


2. Greenblatt, R. B.: J. Clin. En- 
docrinol. & Metab. 13 828, 1953. 


Estiny_® (brand of ethinyl 
estradiol) Tablets: 0.02 and 
0.05 mg. 
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Medical history is being written today 


* REG. U.S. PAT. OFF. 
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The introduction and rapid widespread adoption of 
ACHROMYCIN has opened a new chapter in the 
history of broad-spectrum antibiotics. 


ACHROMYCIN fulfills the requirements of the ideal 
antibiotic in virtually every respect . . . wide-range 
antimicrobial activity, in vivo stability, tissue pene- 
tration, minimal toxicity. 


ACHROMYCIN is truly a broad-spectrum weapon, 
effective against Gram-positive and Gram-negative 


Tetracycline HCl Lederle 


bacteria, as well as certain mixed infections. 


ACHROMYCIN is more stable and produces 
fewer side effects than certain other broad- 


spectrum antibiotics. 
ACHROMYCIN provides prompt diffusion in body 
tissues and fluids. 


ACHROMYCIN is destined to play a major role among 
the great therapeutic agents. 


LEDERLE LABORATORIES DIVISION awenscav Ganamid commu PEARL RIVER, NEW YORK 
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almost this quick... 


Erythrocin 


starts to dissolve 


N E We filmtabh ...for faster drug absorption 


Now, there’s no delayed action from an enteric coating. The 
new tissue-thin F'ilmtab coating (marketed only by Abbott) 
starts to disintegrate within 30 seconds after your patient 
swallows it—makes the antibiotic available for immediate 


absorption. 


... for earlier blood levels 


Because of the swift absorption, your patient gets high 
blood levels of ERYTHROCIN (Erythromycin Stearate, 
Abbott) in less than 2 hours—instead of 4-6 hours as before. 
Peak concentration is reached within 4 hours, with signifi- 
cant concentrations lasting for 8 hours. 


... for your patients 


It’s easy on them. Compared with most other widely-used 
antibiotics, Filmtab ERYTHROCIN is less likely to alter normal 
intestinal flora. Prescribe Filmtab ERYTHROCIN for all sus- 


ceptible coccie infections—especially when the organism 


is resistant to other antibiotics. Bottles 
of 25 and 100 (100 and 200 mg.). btott 


*TM for Abbott's film sealed tabiets, pat. applied for 
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for sustained 
contraction of the 


postpartum uterus 


Ergotrate 


Maleate 


(Ergonovine Maleate, U.S.P., Lilly) 


helps prevent hemorrhage, 


lessens risk of infection 
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IN 0.2-MG. (1/320-GRAIN) TABLETS 


DOSE: 1 or 2 tablets three to four times a day until 


the fourteenth day following delivery. 


IN 1-CC,. AMPOULES CONTAINING 0.2 MG. (1/320 GRAIN) 


DOSE: 0.2 to 0.4 mg. (1 to 2 cc.). 


titty COMPANY, INDIANAPOLIS 6, 


INDIANA, 


. 
j 
# ; 
: 
AS 
3 
: 
; 
: 
pt: 
* 
Fark 
: 
| 
| 


DELAWARE STATE MEDICAL JOURNAL 


Issued Monthly Under the Supervision of the Publication Committee 
Owned and Published by the Medical Society of Delaware 


VOLUME 26 


NUMBER 8 AUGUST, 1954 


Per Year, $4.00 


MENTAL HEALTH TRAINING AND 
RESEARCH IN THE SOUTHERN REGION 
M. A. TARUMIANZ, M. D.,* 


Farnhurst, Del. 


Although significant progress has been 
achieved in recent years in the methods 
of treatment of mental diseases and in the 
provision of facilities for the care of pa- 
tients with mental disorders and incapaci- 
tating neuroses, the problem is staggering 
in terms of the toll in human and material 
resources. Studies' have shown that al- 
most 50% of the hospital beds in the 
United States are for mentally ill patients. 
In 1951 the daily census of patient load 
in mental hospitals was 697,521, and dur- 
ing that year more than £00,000 patients 
with mental disorders were treated. One 
aspect of the problem is the increase in 
the number of persons 60 years and older 
who are being admitted to state mental 
hospitals. Since 1939 the number of 
“elder citizens’ has increased 25%, but 
the number of patients of this age group 
now in mental hospitals has increased 
58%. Of all the first admissions in state 
mental hospitals approximately 34% are 
persons in the older age bracket. In 
1952 over one billion dollars of public 
funds were expended in the care and treat- 
ment of the mentally ill, $2,900,000 per 
day. 

The mental health problem of the coun- 
try is even more grave when the short 
supply of trained psychiatric personnel 
is considered. The enormous need for 
psychiatrists is probably the most critical 
handicap faced by persons and agencies 
interested in improving the national men- 
tal health program. The American Psy- 
chiatric Association standard for the staf- 


*Superintendent of Delaware State Hospital and Governor 
Bacon Health Center; Chairman, Governor’s Committee on 
Mental Heaith Training and Research in Delaware. 

1Endicott, K. M., and Allien, E. Mx “The Growth of 
Medical Research, 1941-53 and the Role of Public Health 
Service Grants,”” Science, 118: 337-343, 1953. 


fing of mental hospitals is one physician 
for each 30 patients in intensive treatment, 
und one for each 150 patients in continued 
treatment. Using this standard, the state 
cf Texas estimated that 230 psychiatrists 
are needed immediately to staff its state 
hospital system. At present 40 psychia- 
trists are employed in the Texas state 
hospital system.* The need for clinical 
psychologists, psychiatric social workers, 
and psychiatric nurses is not much less 
than that for psychiatrists. 

The Texas need is duplicated propor- 
tionately in state after state. Even in 
Delaware, with its population of about 
550,000, the mental health institutions 
are considerably understaffed. Statistics 
such as these have pointed up two in- 
contravertible facts, viz. (1) that there 
must be increased and intensive research 
to discover new ways of preventing mental 
disorders and of treating and rehabili- 
tating mentally ill patients; (2) that a 
«greatly increased program of training 
psychiatric personnel must be developed 
to make use of the techniques for preven- 
tion and treatment which research brings 
forth. 

The problem of the increase in mental 
patients and the lack of trained personnel 
to treat them has been reflected in requests 
to state legislatures for increased appropri- 
ations for construction of facilities to 
relieve the overcrowding and for higher 
salaries as one means of attracting and 
maintaining well-qualified professional per- 
sonnel. The Governors of the 16 southern 
states, Alabama, Arkansas, Delaware, 
Florida, Georgia, Kentucky, Louisiana, 
Maryland, Mississippi, North Carolina, 
Oklahoma, South Carolina, Tennessee, 
Vexas, Virginia, West Virginia, meeting in 
conference at Hot Springs, Virginia, in 


“Texas Reports on Mental Health Training and Research, 
4. 
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November, 1953, had this matter as a 
major item on their agenda. On Novem- 
ber 4, 1953, these governors passed a 
resolution asking the Southern Regional 
Education Board to conduct an immediate 
survey of the facilities and personnel in 
the southern states for the training of 
psychiatric personnel and for research; 
that the individual states make official 
surveys of their training and research 
resources, considering especially their 
needs in personnel and facilities to raise 
the mental institutions in each state to 
the level of residency or affiliate accredita- 
tion; and that the results of the state sur- 
veys be presented to the 1954 regional 
mental health conference, and that the 
Southern Regional Education Board re- 
port to the 1954 Southern Governors’ 
‘onference the results of its action and 
any action taken. 

The Southern Regional Education Board 
obtained a grant of $51,300 from the 
National Institute of Mental Health to 
finance the project in part.* An additional 
$2,000 was provided to help finance the 
survey of state resources for training 
and research in mental health. Dr. Nicho- 
las Hobbs, Chairman of the Division of 
Human Development and Guidance, George 
Peabody College for Teachers, Nashville, 
Tennessee, was appointed director of the 
project, and the project office has been 
established at the Joint University Li- 
braries, Nashville, Tennessee. The Com- 
mission on Mental Health Training and 
Research, comprising a group of distin- 
guished professional and governmental 
persons, was organized and held its first 
meeting on January 15-16, 1954 at which 
time the Honorable Frank Clement, Gov- 
ernor of Tennessee, was elected chairman. 
A meeting was then held on February 1-2, 
1954, in Nashville, Tennessee, of about 
60 mental health officials and university 
representatives who had been appointed 
by their Governors. At this meeting 
procedures to be used in the project were 
defined. 

The objective of the project as stated 
by the Commission on Mental Health and 


of State Governments, Tilinois. 
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Research is “to strengthen programs of 
mental health through increasing the 
number and quality of personnel and the 
scope and quality of research which con- 
tribute to the solution of mental health 
problems.” The project is concentrated 
principally on training and research in 
psychiatry, clinical psychology, psychi- 
atric social work, and psychiatric nursing, 
and will survey research in behavioral 
and biological sciences related to mental 
health. Statements will also be prepared 
on problems of training and research in 
occupations and professions related to 
mental health such as medicine, the clergy, 
teaching, school administration, law. 


His Excellency, J. Caleb Boggs, Gov- 
ernor of Delaware, appointed M. A. Tarum- 
ianz, M. D. Chairman of the committee for 
this state and named to this committee 
66 other persons representing a variety 
of institutions, agencies and groups in the 
state concerned with mental health. At 
its first meeting on May 18, 1954, the 
Governor’s Committee appointed a Work- 
ing Committee of 20 under the chairman- 
ship of M. A. Tarumianz, M. D. 

The project staff had prepared sched- 
ules for use in surveying the resources 
for training and research in mental health 
in the various states. The Delaware Com- 
mittee circulated schedules of the follow- 
ing types to 19 persons: 

(a) Schedule for Mental Health Insti- 

tutions and Agencies 8 

(b) Schedule for University Depart- 
ment doing Basic Research in Men- 

tal Health—Part 1—Schedule for 
Dean of Graduate School 1 

(c) Part I—Schedule for University 
Departments concerned with Research 
on Mental Illness or Mental Health 3 

(d) Schedule for Departments of Psy- 
chology 1 

(e) Schedule for Individual Investi- 
gators 6 

The response to the questionnaires was 
100%. 

The survey showed the following per- 
sonnel available in mental health institu- 
tions: 

19 Psychiatrists—(15 full time and 4 
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part time), of whom 9 are Diplo- 
mates of the American Board of 
Neurology and Psychiatry, and 6 are 
eligible for membership. 

9 Clinical Psychologists—(8 full time, 
1 on leave for study), of whom 2 are 
Diplomates of the American Board 
of Examiners of the American Psy- 
chological Association, and 1 eligible 
for membership. 

8 Professors of Psychology—(7 full 
time and 1 part time), all of whom 
have the Ph.D. degree, 1 being a 
Diplomate of the American Psy- 
chological Association. 

3 Professors of Sociology—2 with the 
Ph.D. degree, 1 with the M. A. de- 
gree. 

12 Psychiatric Social Workers—(10 full 
time, 2 part time), of whom 5 are 
members of the American Associa- 
tion of Psychiatric Social Workers. 

52 Psychiatric Nurses—(49 full time, 3 
part time), of whom 2 have the M. S. 
degree, 2 the B. S. in Nursing Edu- 
cation degree. 

In order to strengthen and extend a 
program of training and research in men- 
tal health in Delaware the following per- 
sonnel are needed: 

10 Psychiatrists, including 1 Child Psy- 

chiatrist 

4 Clinical Psychologists 

10 Psychologists 

1 Psychometrist 

2 Assistant Professors of general, ex- 
perimental, and clinical psychology, 

10 Psychiatric Social Workers 

19 Psychiatric Nurses, including 1 nurse 
education coordinator and 4 instruc- 
tors. 

The addition of the needed staff would 
make possible the training of the following 
number of students in Delaware: (a) 11 
residents in psychiatry; (b) 9 clinical psy- 
chology interns; (c) 9 psychiatric social 
work students; (d) 84 psychiatric nursing 
students; (e) at the University of Del- 
aware, 6 additional students for Master’s 
degrees, 6 for the Doctorate, (all areas), 
3 for the Doctorate in clinical psychology 
only. 
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The survey of the resources for research 
related to mental health revealed a full- 
time coordinator of research employed by 
one institution, 16 research projects in 
progress; one institution has 3, one has 
5, one has 7, and one individual investiga- 
tor has 1. This research has been sup- 
ported by the regular budgets of the 
Delaware State Hospital and Governor 
Bacon Health Center, drugs contributed 
by Eli Lilly Co., the U. S. Army Medical 
Service—Office of the Surgeon General, 
Radio Corporation of America—R. C. A. 
Victor, University of Delaware Faculty 
Committee on Research, the budget of 
the University of Delaware Department 
of Psychology, the U. S. Navy for- 
merly—now personal funds of an indivi- 
dual investigator. Participants in the sur- 
vey indicated lack of funds, time, and per- 
sonnel as major tangible obstacles to 
research, while the “climate” for research 
in the institutions studied is generally 
favorable. 

The representatives of the state com- 
mittee met with the central staff of the 
Project in Atlanta, Georgia, on June 23, 
1954, and on June 24 with the Commission 
on Mental Health Training and Research. 
All of the participating states but Arkan- 
sas and South Carolina were represented 
and presented summaries of the major re- 
sources and needs in mental health train- 
ing and research as shown by the sur- 
vey made in each state. These reports 
indicated that these 16 states are serious- 
ly lacking in personnel to staff their in- 
stitutions for training according to the 
standards of the evaluation agencies such 
as the American Psychiatric Association 
and the American Psychological Associ- 
ation, etc., that no state had specifically 
designated funds for research purposes 
in mental health, and that those states 
reporting considerable research in this 
area in progress or recently completed 
were those with several medical schools, 
and/or universities offering the Ph.D. de- 


gree in education, psychology, sociology, 


and related fields, and that several of 
the southern states have no institutions 
ior the training of social workers or for 
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training of psychiatric nurses on the grad- 
uate level. All of these states indicated 
the need for funds to employ additional 
personnel, to pay higher salaries and stip- 
ends in order to recruit and maintain in 
the states well-qualified training personnel 
and students, to release personnel from 
teaching and service responsibilities in 
order to give time for research, and to 
employ research directors and other full- 
time research personnel. 


In the meeting with the Commission 
on Mental Health Training and Research 
on June 24th the state representatives 
received the proposal that the 16 states 
of the Southern Governors’ Conference 
establish and support a Mental Health 
Council for the Southern Region. This 
proposal was the outgrowth of recommen- 
dations of three special technical panels 
which had been held in April in Atlanta, 
Georgia, and recommendations from sever- 
al states. This Regional Council would 
be a central research institute which would 
stimulate and strengthen state programs 
of research and the training of personnel 
by the following means: 


(1) Granting research funds to institu- 
tions, universities, agencies, and in- 
dividuals. 

(2) Awarding training grants, (scholar- 
ships, travel grants, fellowships), to 
institutions and individuals to develop 
already existing scientific talent and 
new talent. 


(83) Providing expert consultation to 
states for the development of special 
research facilities which are planning 
educational programs and other 
means of improving and expanding 
research activities. 


(4) Assisting in communication between 
research scientists on problems of 
mental health research. 


(5) Helping to suport the interpretation 
of research problems and results. 


(6) Seeking more effective ways of using 
available personnel and the special 
resources for research offered by the 
states. 
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(7) Helping existing centers for training 
research personnel to expand and im- 
prove their efforts. 

This Council will be concerned exclus- 
ively with research in the biological and 
behavioral sciences. The Southern Re- 
gional Education Board was asked to 
study the alternative methods suggested 
for organizing the Council, viz.: (1) to 
nave the Council attached to the Southern 
Regional Education Board, (2) to have 
a new autonomous organization under a 
mental health compact approved by the 
legislatures of the states involved. A 
method of financing a regional Council 
of Mental Health was included in the pro- 
posal. The state representatives accepted 
the proposal with the omission of the sec- 
tion regarding financing the Council. The 
latter action was based on the conviction 
that further study concerning ways of 
financing the Council was needed. 

On July 15, 1954 the Working Commit- 
tee of the Governor’s Committee on Men- 
tal Health Training and Research met at 
Farnhurst, and approved fourteen recom- 
mendations which will be presented to 
the Regional Conference on Mental Health 
Training and Research in Atlanta, 
Georgia, on July 21-24, 1954. Some of the 
recommendations will strengthen the men- 
tal health program in Delaware. Several 
are concerned with ways by which Del- 
aware can contribute to improving such 
a program in the sixteen southern states. 
Still others point up ways by which other 
states of the Southern Region can assist 
De.aware in training psychiatric person- 
nel and conducting research to prevent 
und treat mental disorders. 

Included in the recommendations is a 
request to the Legislature “to appropri- 
ate $214,000.00 to establish a coordinated 
program of research and training through- 
out the state, by improving the personnel 
and facilities for research and training 
at the five Delaware institutions—Del- 
aware Colony, Delaware State Hospital, 
Governor Bacon Health Center, Welfare 
Home, and the University of Delaware.” 

Another of the recommendations, one 
which should be of particular interest to 
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the physicians of Delaware and the other 
southern states, is the following: “That 
in order to stimulate greater interest in 
research and mental health, the states 
seek to establish closer relationships be- 
tween mental health specialists and gen- 
eral medical personnel through enlarging 
neuropsychiatric units in general hospitals 
and establishing mental hygiene clinics 
and outpatient centers in areas not now 
served.” 

Inasmuch as the southern states, like 
most of the other states in the country, 
are seriously lacking in psychiatrists, a 
recommendation was made that “The 
Southern Region investigate methods by 
which refugee professional personnel may 
have the opportunity of accepting rotating 
interneship programs and thus may qual- 
ify for the State Board examinations in 
those states,” and that legislatures of 
states willing to employ ‘well-qualified 
foreign physicians, psychiatrists, and 
other psychiatric personnel, be asked to 
make the necessary arrangements for 
licensing such persons to practice in their 
states.” 

Delaware is the only southern state 
with a residential treatment center for 
maladjusted children. (North Carolina’s 
new psychiatric hospital to be opened in 
the fall of 1954 will include an in-patient 
children’s service). The Working Com- 
mittee recommended that “arrangements 
be effected with other states by which 
the Governor Bacon Health Center may 
assist other states in residential treatment 
of maladjusted children,” and “that Del- 
aware coordinate with other states en- 
gaged in similar treatment, its research 
in the study of cerebral palsy and other 
spastic diseases of children.” 

The Working Committee expressed the 
opinion “that the Legislature should auth- 
orize the Governor to establish a special 
board composed of men and women from 
the Governor’s Committee to assume the 
responsibility of approving research proj- 
ects and allocating funds.”’ 

The training of psychiatric personnel 
and research in mental health in Delaware 
should benefit considerably by participa- 
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tion of the state in this Project of the 16 
southern states. At the same time the 
region can benefit by a regional plan 
which will make available to other states 
some of the specialized facilities in Del- 
aware for the care and treatment of per- 
sons with mental disorders and opportun- 
ities in the State for research. 


PSYCHIATRIC RESEARCH 
Realization or Missed Opportunity? 
FRITZ A. FREYHAN, M. D.,* 
Farnhurst, Del. 


Our research intentions are good. There 
is growing awareness of the need for its 
expansion and intensification. Public sup- 
port is sought and enlisted. Still more 
promising, appeals are made to arouse 
our professional conscience. In a recent re- 
port, for example, by the Group for the Ad- 
vancement of Psychiatry concerned with 
research, the very comprehensive analy- 
sis of existing conditions begins as follows: 
“In few medical specialties is research 
more acutely needed than in psychiatry; 
and perhaps no comparably important area 
shows greater neglect.” 

One aspect of this crucial situation 
concerns the question whether we do or 
do not have an intellectual climate favor- 
able to research. Highly sceptical opinions 
have been expressed by a growing number 
of critics who are undoubtedly motivated 
by a deep interest in mental health. The 
following quotation from a reply on the 
question of tangible or intangible barriers 
to research, coming from Dr. H. W. Elley, 
Chairman of the National Mental Health 
Association, defines the issues quite lucid- 
ly: 

“There is a great deal to be said about 
paucity of research in our field. While, 
on the one hand, there is great need for 
research and there are important leads 
which should be pursued, the research 
proposals that are being offered toda; 
are too often not of high caliber. Research 
grants are bing made to projects of lower 
than top priority. In some places research 
funds are not being spent because of the 
lack of good projects ... Professional 


*Clinical Director, Delaware State Hospital. 
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training in our field . . . should help the 
trainee to know whether the techniques 
that he is using are scientifically well 
validated, are theories or schools of 
thought, or are simple guesses .. . Too 
often, instead he is taught a theory as 
if it were a well established fact and the 
trainee is indoctrinated with a school of 
psychiatry or human behavior as some- 
thing to adhere to and be loyal to instead 
of being given a full range of theory 
and encouragement to form his own judge- 
ments and make his own choices.” .. . 
“A critical study of the common serious 
mental health problems, that is, those of 
high priority, will reveal the unknowns 
which if solved by research could facilitate 
the handling of the problems, but clinical 
work is only rarely approached and re- 
corded so as to reveal our areas of ignor- 
ance.” 

It would be foolish of us to deny that 
we have indeed a dilemma of preparedness 
which has come into existence quite in- 
dependently of material and administra- 
tive handicaps that have blocked research 
expansion. In his recent presidential ad- 
dress in St. Louis, Dr. Kenneth Appel 
.surveyed some of the limitations in the 
development of psychiatry as a science. 
He criticized the name-calling and dog- 
matism which disturb young psychiatrists 
and the public. He had this to say regard- 
ing a change: 

“Partial remedies for this situation are: 
more objectivity in our studies and train- 
ing; more historicity; more scientific 
methods and evaluation; more extension 
of the ideas of a university education in 
training a psychiatrist. Much of our train- 
ing is assertion, conviction, indoctrination, 
rather than education. Restriction of in- 
terest, curiosity, and spontaneity are con- 
stricting, devitalizing, and castrating.” 

It is quite apparent, then, that we are 
not prepared to advocate research under- 
takings on a vast scale unless we succeed 
in clarifying some of the issues in this 
current dilemma. I believe that the pre- 
vailing substitution of faith and conviction 
for knowledge constitutes the greatest 
peril to a scientific climate. This state 
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of affairs may well be perpetuated for as 
long as we remain indifferent to the dan- 
gers of defective cross professional com- 
munication. Is it not a rather ironical 
development that this has come about at 
the very moment at which we emphasize 
so strongly the all-importance of inter- 
personal communication in psychiatric 
therapy? We cannot deny that orienta- 
tional conformity and group isolation have 
become characteristic for not a few train- 
ing schools, institutes, and societies. You 
“belong” here or there and you share col- 
jective sympathies and hostilities. We 
will only be ready for coordinated attacks 
on mental health problems when we re- 
store mutual respect for work in progress. 
Defensive dogmatism has resulted from 
cperational isolation. Such conditions are 
hardly conducive to coordinated inves- 
tigative productivity. Dr. Sargant of Lon- 
con, England, described a highly promis- 
ing policy of psychiatric hospitals in 
England which consists of a deliberate 
effort to appoint psychiatrists from dif- 
ferent school of thought, with contrasting 
theoretical and clinical backgrounds, to 
one and the same staff. The intention is to 
give the patients the advantage of every 
type of therapy, according to their indi- 
vidual needs, and at the same time bring 
about an intimate association of special- 
ists. We, on the other hand, are frequent- 
ly still fiercely separated by ideological 
loyalties. 

Another development unfavorable to 
research is the growing unpopularity of 
public psychiatric hospitals among re- 
search-minded psychiatrists. There are, 
of course, many legitimate reasons con- 
tributing to this situation which have to 
do with a variety of administrative and 
clinical deficiencies, but there are other 
reasons involved which seem significant. 
It has not sufficiently been stressed, I 
believe, that many areas of clinical re- 
search can only be explored in these hos- 
pitals because of the non-selectivity of 
population samples, so imperative to test- 
ing and validation of empirical concepts. 
We have been slow in calling attention 
to this very important fact and have thus 
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failed to create a positive motivation in 
young psychiatrists for seeking appoint- 
ments in state hospitals. In contrast to 
public hospitals which must admit every 
case sent there, patients in non-public 
hospitals are often highly selected on the 
basis of personality background, prognosis 
and suitability for specific therapies. It is 
one thing to compare clinical statistics 
of fracture or tumor patients without 
particular emphasis on hospital back- 
ground. But it is quite meaningless to 
evaluate groups of patients, treated in 
hospitals of a different make-up, who 
have nothing else in common but a diag- 
nosis of schizophrenia. While this is still 
being done every day, it is based on naive 
biological concepts according to which a 
disease is a disease regardless of the per- 
son in whom it develops. The philosophy of 
sampling is still relatively new in psychia- 
try. Generalizations of restricted clinical 
experiences are practiced in all camps and 
account for many contradictions, especial- 
ly concerning therapeutic achievements. 
The tremendous size of clinical material 
in hospitals and clinics, its variety and 
representativeness of innumerable varia- 
bles, has hardly been recognized and rec- 
ommended as the gigantic research 
potential which it constitutes. We cannot 
overlook the fact that the strong turn 
of interest from the impersonal atmos- 
phere of old-fashioned hospitals to the 
intimate privacy of the office has been a 
revolutionary development which has re- 
stored the respect for the uniqueness of 
the patient’s individuality. It would be 
erroneous, however, to create a contrast 
between the individual-centered orienta- 
tion of the therapist and the collectivistic 
view-point of the researcher. Many psy- 
chiatrists declare today that they are only 
interested in the type of research which 
stems from individual-centered therapy. 
We need not point out that such an atti- 
tude has serious methodological disadvant- 
ages. The aversion, implicit in this atti- 
tude, to investigations of a generic type, 
to evaluations and surveys on a collective 
scale, can perhaps be avoided if we realize 
the dual role in the function of the physi- 
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cian. In his role as therapist he is solely 
motivated by his intense desire to meet 
the individual needs of his patient. In 
his role as scientist, on the other hand, he 
must objectively evaluate his clinical ex- 
periences in order to discover facts and 
contribute to the modification of false con- 
cepts. To be able to do this he must be 
motivated by doubt. But doubt must not 
be equated with scepticism and then re- 
jected because scepticism weakens thera- 
peutic zest. By dispelling this confusion, 
by upholding and redefining our dualistic 
function, we may be successful in recruit- 
ing substantial numbers of talented physi- 
cians who have remained aloof thus far 
because of their devotion to therapy. 

A final point to be taken up here con- 
cerns the problem of continuity in every 
type of psychiatric research which has 
to do with clinical outcome. This leads me 
to the unique opportunities in Delaware 
which have still not been truly recognized 
by those without whose organizational 
support research on a meaningful scale 
cannot materialize. It is one thing, and 
it is quite common today, to criticize and 
regret the lack of available information 
on epidemiology and outcome of mental 
disorders, but quite another matter to 
draw the consequences and facilitate ap- 
propriate investigations in a really ade- 
quate manner. We all know that we have 
no precise knowledge on such fundamental] 
questions as the impact of preventive and 
therapeutic measures on personality dis- 
orders. The majority of clinical studies 
are based on short-term observations and 
leave us in doubt about subsequent devel- 
opments. Educational and psychological 
designs for personality modification of 
maladjusted, neurotic and psychopathic 
personalities remain experimental and hy- 
pothetical due to the absence of contin- 
uous follow-ups. Case records, assembled 
day after day and year after year, contain 
a wealth of clinical and therapeutic ex- 
periences which represent a tremendous 
investment of highly qualified work. But 
this material the real value of ‘which 
should be its availability for critical in- 


4 
> 
. 


184 DELAWARE STATE MEDICAL JOURNAL 


tepretation and continuous follow-up dies 
a dusty death in file cabinets. 

I have often pointed out the ideal human 
laboratory conditions in Delaware where 
the smallness of the state permits the con- 
centration of every type of clinical material 
in one hospital and where continuous con- 
tact with all persons once treated creates 
no problem. Our recent studies on the 
outcome of schizophrenia concerned pa- 
tients admitted since 1920. This pilot 
study should be expanded into an investi- 
gation of all schizophrenic patients in the 
state. The controlled conditions due to 
the concentration of all observations in 
one hospital and one mental hygiene clinic 
are highly favorable to a massive attack 
on certain problems of schizophrenia. 
Such investigations require a set-up which 
cannot be afforded without substantial 
help. 

The singular continuity of studies as 
described must be regarded as a great ad- 
vantage for research projects which aim 
to penetrate the still unknown relations 
between social influences and personality 
development, between personality and 
mental disorder and between therapies 
and social readjustment. Obviously, our 
opportunity for research achievement is 
unique. The decision for the long overdue 
exploitation must be made by those who 
have the means to provide their organiza- 
tional support. It is then up to us to do 
the work. 


ORGANIZATION 
Of the Residential Treatment Center 
At Governor Bacon Health Center 
JAMES A. FLAHERTY, M. D.,* 
Delaware City, Del. 

The residential treatment unit for mal- 
adjusted children at the Governor Bacon 
Health Center has been in existence since 
November, 1948. The children are under 
the care and treatment of trained psychia- 
trists, social workers, psychologists and 
residential workers. The Center has fa- 
cilities for 175 children between the ages 
of 4 and 16 who require individual or 
group psychotherapy or residence in a 


*Medical Director and Assistant Superintendent, Governor 
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therapeutic environment. There is also a 
service which is carried out in conjunc- 
tion with the State Department of Pub- 
lic Welfare to afford shelter care for 
children from all three counties of the 
state. 

The Center came into existence as a 
result of the efforts of Dr. M. A. Tarum- 
ianz. There were several areas of 
unmet need in the public health program 
of the state. Dr. Tarumianz, working 
through the Legislature and with the 
warm support of Bacon, then Governor, 
was able to secure the grounds and build- 
ings of old Fort DuPont. The structures, 
their location and the recreational areas 
of the old Fort were readily adapted to 
the purposes for which they are now used. 

FORM OF ORGANIZATION 

The Governor Bacon Health Center, of 
which the residential treatment unit for 
children is a department, is closely af- 
filiated with the Delaware State Hospital 
and operates under the authority of a 
board of trustees which also serves as the 
board for the State Hospital. The institu- 
tion is administered by Dr. Tarumianz, 
who is Superintendent both of the Health 
Center and the Delaware State Hospital. 
The day-to-day program at the Center is 
under the supervision of a resident Medi- 
cal Director, who serves also as Assistant 
Superintendent. 

The Superintendent and the Board of 
Trustees hold monthly meetings at which 
time the activities at the institution are 
reviewed and executive, financial, and 
policy matters are discussed. 

The Center operates on a state appro- 
priation. Parents who can, contribute 
completely or in part to defray the ex- 
penses of the care and treatment of chil- 
dren who are patients at the Center. 

BUILDINGS AND GROUNDS 

The Health Center comprises 326 
acres and it is bounded by the old canal 
on the north, by the Delaware River on 
the East, and the new Chesapeake and 
Delaware Canal on the south. Many of 
the buildings are permanent brick, fire- 
resistant structures. The children are 
housed in a series of cottages which were 
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formerly the homes of commissioned of- 
ficers. These 14 cottages (two of which 
are reserved as dining rooms, kitchens, 
and apartments for personnel) are 
grouped together and are separated from 
the other services at the Center by a pa- 
rade grounds which is centrally situated. 
Separate from the white cottages is 
Elbert Building, which is a large two- 
story frame structure in which Negro 
children are resident. There is a separate 
one-story frame cottage which houses the 
Negro girls. The Negro children have 
their own dining room facilities, in the 
Elbert Building. 

The Administration Building is cen- 
trally located, and is adjoined by the 
Subadministration Building which houses 
the children’s morning clinic, the offices 
for the Supervisor of Housecounsellors, 
Coordinator of Volunteer Services, the 
telephone exchange, and the social room 
which is reserved for the houseparents 
and staff meetings. 

One section of the first floor of the 
large two-story hospital building is re- 
served for children who require bed care 
because of intercurrent illnesses. 

In the Medical Center, which adjoins 
the hospital building, the x-ray Unit is 
housed. There are rooms for clinics. Here 
on a regular basis are held the nose and 
throat, ophthalmological, dermatological 
and endocrinological clinics. On the second 
floor there is a completely equipped oper- 
ating room. Emergency surgery may be 
performed here and such elective surgery 
as certain orthopedic and nose and throat 
operations. 

The children’s cottages have beds for 
10 children and are supervised by a house- 
mother or housefather. The children’s 
bedrooms and bathrooms are on the sec- 
ond floor of the cottages. The first floor 
is devoted to living rooms and playrooms 
and quarters for the houseparent. In sev- 
eral of the cottages the basements have 
been adapted as small workshops or club- 
rooms. When it is deemed necessary to re- 
move a child from the group by reason of 
his disturbed and disturbing behavior, the 
child is isolated in a room in the hospital 


DELAWARE State MepicaL JOURNAL 185 


building. In the large Elbert Building 
there are two isolation rooms which may 
be used for this purpose. 

Located between the Elbert section and 
the children’s cottages is a brick theater 
with seating capacity for 330. Weekly 
motion pictures are shown here and en- 
tertainments are given by volunteer or- 
ganizations. Here, too, are held the spe- 
cial assemblies of the children for general 
briefing on changes of program, rules, or 
other special matters which must be 
brought to the attention of the entire 
group. Adjoining the theater is a com- 
missary, which is available to the chil- 
dren on scheduled hours, and a branch of 
the New Castle County Free Library 
which is open 6 days a week from 8:00 
to 5:00 and which is freely used by the 
children. 

Adjoining the library is Burton Hall, 
a large brick structure which serves as 
the center for indoor athletic activities. 
Here is located the offices of the Director 
of Recreation and his personnel. There is 
also a basketball court, mats for tumbling, 
bowling alleys, and rooms for ping pong 
and billiards. There is also a television set 
which can be used by groups at specially 
scheduled times. In the basement of Bur- 
ton Hall is a well equipped home economics 
department where classes are held 
throughout the school day. 

Adjacent to the Tilton Building is 
Hancker Building, which serves as the 
school building. The Education Depart- 
ment is staffed partly by the State De- 
partment of Education and by personnel 
from the Health Center. Because of the 
severity of the emotional problems of the 
children and because of their educational 
retardation or unreadiness, a regularly 
graded curriculum is not possible. The 
children are placed in groups according 
to their age and according to their ca- 
pacity for learning and their ability to 
control their behavior. There is a kinder- 
garten for the pre-school group, a shop in 
which woodwork and printing are taught 
and two special sections for children with 
severe reading disability and for a group 
who are of borderline intelligence. 
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The offices of the clinical team of 
psychiatrists, social workers, and psychol- 
ogists are maintained in Booker Hall. 
This building serves as the center for 
treatment activities for the children. In 
this building evaluations for admissions 
are made and therapeutic interviews are 
conducted in the various offices. There 
are three playrooms and one larger room 
for group therapy. Staff meetings are 
held in this building in a staffroom on 
the second floor. Weekend passes for the 
children visiting their homes originate 
with the staff in this building and visitors 
to the children at the Center are screened 
here. 

The immediate neighborhood of the 
Health Center is generally rural. Dela- 
ware City, which adjoins the Center, is a 
small town of 1,300 people. Many of the 
non-professional personnel at the Center 
are recruited from Delaware City and its 
environs. There is a public school imme- 
diately across the old canal from the 
Center. Children at the Center whose be- 
havior and scholastic achievement justify 
it may attend the school, The relationship 
between the school authorities in Dela- 
ware City and the Center have been most 
cordial and cooperative. 

Public transportation makes access to 
the Center reasonably convenient from 
the northern section of the state; however 
it is more difficult to reach the Center 
from the southern section of the state 
by bus. 

INTAKE POLICY 

Children are admitted to the Governor 
Bacon Health Center by direct referral 
from the State Mental Hygiene Clinics 
and indirectly from private and public 
agencies, courts, schools, and physicians. 
Children are evaluated by the staff prior 
to their admission to determine whether 
or not the admission of the child is ad- 
visable. This is decided after consideration 
of a number of factors, the principal 
among them being the treatability of the 
child, its age, and the existence of va- 
cancies. 

The following criteria determine eligi- 
bility of children for admission: 
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A. (1) Problems requiring study and diagnosis 
in a twenty-four hour living experience in 
an institution with a strong orientation to- 
wards mental health. 

(2) Problems growing out of hostility and 
aggression which can not be contained in the 
home, school or wider community. We at- 
tempt to defer the admission of children with 
crystallized delinquency patterns. If the 
child has sufficient ego strength to warrant 
help and his, or her, behavior is such that 
it does not require maximum security, they 
are accepted on a provisional basis to test 
their ability to fit into our environment. 
However, not over five per cent of the popu- 
lation of the Center can be made up of chil- 
dren in this diagnostic category and the ages 
must be dispersed in the age range 7 to 13. 
(3) Children who are withdrawn, overcon- 
forming, and dependent, and whose needs 
would be answered by a permissive, non- 
demanding environment. 

(4) Children who have experienced tardi- 
ness in essential, basic habit training. 

(5) Children with educational unreadiness or 
educational retardation growing out of emo- 
tional problems. 

(6) Children whose family experiences are 
so damaging ithat foster placement 
would be unsatisfactory and/or whose par- 
ents are so resistant to foster placement as to 
make it inadvisable. 

(7) Pre-psychotic children and psychotic chil- 
dren are to be admitted providing they do 
not need maximum security. 

B. Shelter care cases are accepted immediately 
at the request of the State Department of 
Public Welfare at anytime of day or night. 
A separate cottage with 18 beds is main- 
tained for these children with a housemother 
continuously on duty. Shelter care children 
are maintained separately from the malad- 
justed children’s group. They have their own 
dining facilities and receive whatever medical 
and nursing care is indicated. Should these 
children require additional psychiatric or 
psychological study, this is performed at the 
request of the Department of Welfare. 

C. Children whose I. Q. is below 50 will not be 
admitted to the Center. It is our conviction 
that children with this degree of retardation 
can not profit from our program. Children 
with I. Q. of above 50 but below 70 receive 
special consideration by the staff to deter- 
mine whether or not they could profit from 
residential care and could successfully adapt 
themselves to the population. Children with 
I. Q. of 70 and above are considered to be 
the group who would benefit most from 
residential care. 


A large percentage of the children ad- 
mitted to the Center have been under the 
care of community agencies for some time 
prior to their admission. An equally large 
percentage of the families of children ad- 
mitted have been known to the courts, 
we fare or family agencies, or their mem- 
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bers have been under the care of Mental 
Hygiene Clinic or have been patients at 
the Delaware State Hospital. To the chil- 
dren admitted to the Center under the 
terms of our intake policy we undertake 
to offer individual or group psychotherapy 
to those who most require it. For those 
children for whom individual psychother- 
apy is not indicated we propose to offer 
a living experience which will promote 
normal growth and development and for 
those children who require it, an oppor- 
tunity for special or remedial education. 
STAFF 

The children’s treatment unit has 10 
professional staff members who work di- 
rectly with the children. There are 4 
psychiatrists, one of whom serves part- 
time; 4 are social workers, one of whom 
serves on a part-time basis in a non-resi- 
dent capacity and works with the parents 
of children from Kent and Sussex 
Counties. There are 2 psychologists who 
work all but a small fraction of their time 
with the children in the treatment unit. 
Psychiatrists. The director of the treat- 
ment unit is a qualified child psychiatrist 
who supervises the treatment program 
and assigns cases to the various thera- 
pists. She likewise moderates the diagnos- 
tic and progress staff meetings. Another 
child psychiatrist, who is non-resident, 
visits the Center twice a week and carries 
a number of children in treatment and 
works with staff in a consultative capa- 
city. The two other psychiatrists serve in 
the capacity of medical director and ciini- 
cal director. Although both have worked 
with children, they have not completed 
their requirements in child psychiatry and 
are supervised by the director of the 
service. 
Psychiatric Caseworkers. The chief 
psychiatric social worker supervises her 
casework staff and confers with the di- 
rector of the treatment program on clini- 
cal and policy matters. She shares with 
her staff the preliminary screening of 
prospective admissions during evaluation 
visits. Each member of the social service 
staff is assigned a list of children for 
casework and some are carried in treat- 
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ment under the supervision of the direc- 
tor of treatment. The members of the 
staff likewise carry a schedule of regular 
weekly casework interviews with parents 
of the children. The part-time caseworker 
for Kent and Sussex Counties maintains 
regular contacts with the parents of the 
children at the Center in the lower section 
of the state and assists in the staffing and 
the planning for the children’s visits at 
home and/or discharge. 

Houseparents. The Supervisor of House- 
parents employs, orients and supervises 
the cottage parents. She has a full-time 
assistant who alternates with her when 
she is off duty. The Assistant takes the 
same responsibilities as the Supervisor 
when she is on duty. 

The houseparents are a group of men 
and women ranging in age from 30 to 60 
years of age, more than half of whom 
have completed high school and many of 
whom have had experience in some type 
of institutional setting which cared for 
children or adolescents. 

The houseparent is responsible for 
maintaining the cottage as much along 
the lines of a genuine home as the de- 
mands of institutional living permit. They 
see that the children are properly clothed 
and bathed and that they get to their 
activities on time. They also participate in 
some aspects of the recreational program 
such as attending the theater with groups 
of children, going on fishing trips, ete. 
The houseparents are directly responsible 
to the Supervisor of Houseparents. 

A regular in-service training program 
for the houseparents is conducted. Round 
table discussions moderated by a profes- 
sional staff member are held at weekly 
intervals. The topics discussed follow a 
systematic curriculum which is directed 
toward increasing their understanding of 
the needs and problems of the children 
who are in their care. These discussions 
are frequently supplemented by training 
films on subjects of appropriate content. 

The houseparents, while a non-profes- 
sional group, are extremely important 
members of the therapeutic team. It is 
through their ability to establish a warm 
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relationship with the child that oftentimes 
the first steps are taken by the youngster 
in the direction of readjustment. Theirs, 
likewise, is a most trying duty for they 
must establish limits for the acting-out 
and rebellious child. Their function to 
serve as the controlling adult is a most 
demanding one and requires great insight, 
tact and patience. 


For those children who are in the cus- 
tody of the Department of Public Welfare 
a happy arrangement has been put into 
effect which is psychologically helpful to 
the houseparents in their care of the chil- 
dren. Purchases of clothing, which for- 
merly were made on visits with the State 
social worker, are now made by the house- 
parents. It improves their status with the 
children to stand in the role of a providing 
parent as well as a controlling one. 
Maintenance. Maintenance problems in a 
center in which the preponderance of pa- 
tients are hostile, aggressive, destructive 
and acting-out is a very considerable one. 
This work is done by the plumbers, car- 
penters and grounds men who function 
for the entire institution. There are three 
cooks for the children in the cottage sys- 
tem and two helpers. The food is pre- 
pared for the Elbert children in the cen- 
tral dining room. The Housekeeper is re- 
sponsible for the furniture and appur- 
tenances of the cottages and tours this 
section regularly to insure that the build- 
ings are properly maintained and that the 
needs of the children and houseparents 
are promptly met. A laundry located on 
the grounds takes care of the children’s 
clothing and the bed linen and collect and 
distribute the laundry on a _ regular 
schedule. 


Staff Consultants. Regular weekly and 
monthly clinics are held at the Center. As 
a result of this the children may be re- 
ferred where necessary to specialists in 
internal medicine, dermatology, urology, 
general and orthopedic surgery, roentgen- 
ology, orthodontia and dentistry. 


Research. The Center employs a full-time 


Coordinator of Research who works with 
staff members in the preparation of 
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papers and on statistical studies. She is 
a well prepared specialist in child develop- 
ment and was a research assistant at the 
University of Chicago. At the present time 
her principal concern is with the comple- 
tion of a five-year survey of children who 
were treated and discharged from the 
Health Center. This is a study which we 
regard as being most important to serve 
as a critique of our work and as a guide 
to future alterations or modifications of 
the various elements of our program. It is 
her responsibility to assist us in reorgan- 
izing our clinical record system and our 
methods of recording. 
VOLUNTEER PROGRAM 

The volunteer program throughout the 
entire Center is a very active one. Many 
individuals and organizations contribute 
time and special skills to its operation. 

Through early experience at the Center 
it became very apparent that in the se- 
lection of individual volunteers and organ- 
izations to work directly with our chil- 
dren it was necessary that we have a 
staff member who could interview the 
various people and organizations to deter- 
mine their reasons for wishing to work 
with the children and their genuine capa- 
city to do so. The position of Coordinator 
of Volunteer Activities was created and 
this position has now been filled for the 
past two years. The Coordinator screens, 
orients and arranges, where necessary, for 
special training of volunteers for their 
activities at the Center. She likewise ar- 
ranges schedules so that the program is 
functionally adapted to the basic activities 
program of the children. Over the past 
year 5,000 hours have been given to the 
entire Center by individuals and organ- 
izations. A considerable percentage of this 
activity has been carried on in or for the 
disturbed children’s section. 26 organiza- 
tions have helped with the recreation pro- 
gram, sponsored cottages, given parties, 
outings, dances, musicals, and theater 
entertainment. One of the most gala af- 
fairs for the children which is held at the 
Center is the spring lawn fete in which a 
number of organizations band together in 
a cooperative effort. Another group spon- 
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sors a picnic and circus which is attended 
by all the children at the Center. 
TREATMENT 

The treatment program stands upon 
two interrelated bases which includes the 
simultaneous study and treatment of the 
child and his parents or their surrogates. 
Through this dual approach, the child is 
helped to understand his problems, con- 
flicts and fears and is assisted in moving 
to a more mature level of adjustment. 
Concurrently, the family is being given 
insight into the situations and relation- 
ships which produced the disturbance in 
the child. In this way, they are enabled 
better to understand him and to meet 
his needs and, upon his return home, to 
operate as a more efficent and happy 
family group. 

The more important basis upon which 
this work is done with the child is 
through individual psychotherapy. Chil- 
dren are seen either in the therapist’s of- 
fice or out of doors or in a playroom. In- 
terviews are conducted with a frequency 
to meet the needs of the child or the 
necessarily heavy schedules of the thera- 
pists. All of the therapists are dynamic- 
ally oriented. Following the establishment 
of a relationship, treatment proceeds at 
the tempo which the situation permits 
and new insights and understanding of 
the child are discussed at frequent meet- 
ings with the houseparents and other resi- 
dential workers. 

Staff conferences are held daily at 
11:30 A. M. during which time the prob- 
lems affecting the various children are 
discussed. Attempts are made to evaluate 
the behavior of certain children and the 
motivations behind it. At this time many 
disciplinary problems are brought to the 
attention of the staff. Insofar as the 
therapists strive to eliminate themselves 
from a disciplinary role, ways and means 
of supporting authority and the communi- 
cation of these decisions to the housepar- 
ents and other staff members are effected. 
Supervisory conferences are held regularly 
with the director of treatment by the 
therapists. 

The second foundation upon which 
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treatment is built is through the experi- 
ence of living at the Center itself. In this 
environment regularly scheduled activities 
give form and purpose to the day. Evi- 
dence of authority and limits are held be- 
fore the child but likewise considerable 
permissiveness and tolerance are encour- 
aged. It has been our experience that 
therapeutic benefit to the child derives 
from the maintenance of a secure environ- 
ment in which as many elements as pos- 
sible are kept consistent and predictable. 
Within this environment he is able to 
establish relationships with adults who 
understand him, accept him and are will- 
ing to be helpful. The role of the cottage 
parents and the teachers in this environ- 
ment can not be overestimated. 

Insofar as changes, which are occurring 
in the child during individual psychother- 
apy, spill over onto and find expression 
within the cottage and recreation areas, 
the therapist must confer with housepar- 
ents and recreation personnel in order to 
forewarn them of possible acting-out or 
manifestations of testing behavior. 

THE DAILY ROUTINE 

During the school year all the chil- 
dren attend school at the Center in the 
various sections to which they are as- 
signed following diagnostic staff meeting 
and examination of the school record. 

The day begins at 6:45 and the chil- 
dren attend breakfast by cottages in the 
dining rooms assigned to them. Following 
breakfast they return to their cottage and 
take care of the housekeeping, tidying up 
their rooms, making their beds, etc. They 
then report to their classes at 9:00 and 
do not return to the cottage until 11:30. 
Following their luncheon there is a brief 
recreation period and they report back to 
school at 1:00 and then are dismissed to 
recreation at 4:00. Dinner is served at 
5:00. Following this there is a recreation 
period and visits to the commissary by 
cottages. During the evening there are 
games and television or discussions in the 
cottages or visits by volunteer groups, 
and the children retire at 9:00. 

RELIGIOUS OBSERVANCES 

Regular religious exercises are held in 
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the Center chapel for the children on 
Sunday. Catholic services are at 8:00. 
Protestant services are at 2:00. There is 
a Pastoral Counselor on the staff who has 
an interview with every child admitted 
to the Center to determine his religious 
background and his spiritual needs. There 
are two chaplains in addition to the Pas- 
toral Counselor who pay regular visits to 
the Center and who have discussion 
groups with the children and who partici- 
pate in the staff meetings. Their mature 
judgment and familiarity with children’s 
problems have made their contribution to 
the conduct and policy making of the 
Center most valuable. 
RECREATION 

There is an organized recreation pro- 
gram during the regular school year and 
during the summer months a much more 
extended one which is carried out by col- 
lege students and those teachers who 
work during the summer months. All 
types of organized activities are carried 
on and various competitive activities are 
entered into with outside organizations. 
The Center children have their own swim- 
ming, baseball and basketball teams and 
have scheduled meets and games both on 
and off the Center during the appropriate 
season. 

METHODS OF CONTROL 

The staff has set up certain limits with- 
in which the children should operate. 
While transgressions are handled as much 
as possible with acceptance and a willing- 
ness to give further explanations and 
counseling, it has been noted that definite 
indications of disapproval by the environ- 
ment are imperative in the control of the 
children. Physical bounds within which 
the children must live and limits upon 
displays of hostility both physical and 
verbal have been established. Offenses 
against these rules, while treated within 
the general frame of limits, is modified by 
the individual situation. In order not to 
everburden the child with negative prohi- 
bitions certain positive aspects of the dis- 
ciplinary program have recently been ex- 
plored and are about to be put into effect. 
These include passes which will permit 
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children to go from one activity to an- 
other without supervision and to have cer- 
tain additional privileges in regards to 
commissary and swimming which are not 
enjoyed by the other children. It is hoped 
that when this formal recognition of good 
behavior is put into effect the children’s 
positive response will prove its value. 
HEALTH PROGRAM 

All the children at the Center are fol- 
lowed carefully from the physical stand- 
point. Height and weight charts are kept 
on a monthly basis. Semi-annual examina- 
tions are made. Necessary medical exam- 
inations are performed promptly and indi- 
cated clinical studies are carried out either 
at the Center or at hospitals designated by 
the consultant. A regular immunization 
program is in effect. Facilities are avail- 
able for the isolation of contagious cases. 

COMMENT 

At the recent A.M.A. convention in San 
Francisco, Dr. Harry Bakwin stated that 
the growing problem of juvenile de- 
linquency was due, in part perhaps, to the 
modern psychiatric methods of indoctrin- 
ating parents and of handling children. He 
indicated that the emphasis upon under- 
standing and acceptance had so out- 
weighed the emphasis upon discipline that 
the children had grown up without any 
inner control. This is a very serious in- 
dictment of the psychiatric approach to 
the care of disturbed children. We are fre- 
quently confronted with criticism of our 
methods and theories by people whose 
opinions are based upon inadequate infor- 
mation or are emotionally determined. 
When a physician of the stature of Bak- 
win, who has occupied an important place 
in the field of child care during the last 
twenty years, offers criticism, it must be 
heeded. Undoubtedly certain doctrinaire 
attitudes are apparent among some child 
care workers both professional and non- 
professional, Nevertheless, in justice, it 
must be recognized that, by and large, the 
workers in the field of child psychiatry 
are focusing their attention on working 
out practical methods and a_ sound 
theoretical basis for their therapeutic ef- 
torts. 
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It has never been the philosophy of the 
Center to deprive the child of those neces- 
sary external supports which would aid 
him in developing inner control. To ac- 
complish this necessarily presupposes 
established controls in the environment. 
It is perhaps in the blending of modern 
concepts of treatment with definite am- 
bient limits that we can most effectively 
assist in the child’s growth and develop- 
ment. The science of child psychiatry is so 
young that its practices and principles are 
undergoing expansion and reformation. 
It is very apparent that time and experi- 
ence and the attitude of scientific objec- 
tivity are developing sounder and clearer 
insights into the problems of the mal- 
adjusted child. It would, therefore, be 
most unfortunate to have any approach to 
the treatment of disturbed chilldren 
crystallized prematurely and _ thereby 
work to the detriment of the child and 
to the disadvantage of child psychiatry. 

We recognize that we are working in 
an area which may still be justly re- 
garded as a clinical frontier. By maintain- 
ing a scientific capacity for self-critique, 
by keeping abreast of the most recent ad- 
vances in therapy and even through the 
experimental usage of the trial and error 
method we will ultimately evolve a thera- 
peutic modus operandi which will be flex- 
ible, practical, and imaginative, and 
specifically applicable to the needs of our 
children. 


EXHIBITIONISM 
An Unusual Case History 


HARRY S. HOWARD, M. D.,* 
Farnhurst, Del. 
The perversion of exhibitionism comes 


to the attention of the authorities more 
frequently than most of the other “psycho- 
pathies.’”’ Also it is more narcissistic than 
the other partial instincts. Its erogenuous 
pleasure is always connected with an in- 
crease in self esteem, anticipated or actu- 
ally gained through the fact that others 
look at the subject. This gain is used by 
the subject as reassurance against castra- 
tion.' 


*Clinical Director, Mental Hygiene Clinic, Delaware State 
Hospital. 
1. Fenich 


1-Psych lytic Theory of the Neuroses. 
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This formulation has been borne out 
time and time again in the experience 
of the writer; and it is the fact that this 
particular case did not bear out this for- 
mulation which induced the writer to re- 
port it. 

As noted above the usual exhibitionist 
must be seen and must feel that he is seen 
to produce the desired affect. One patient 
specifically stated that he exhibited only 
in the dark or at a great distance and that 
if he were seen the satisfaction was lost. 
At this point the writer felt that our pa- 
tient could derive satisfaction from the 
fantasy of being seen, and that the actual- 
ity of being seen was in itself too danger- 
ous to afford a pleasurable experience. 


However, the fact that the patient re- 
vealed other perverse activities threw a 
difficult light on the subject and revealed 
sadistic and masochistic components. 
Thus, it was learned that he had at one 
time been convicted and punished for hav- 
ing telephoned a woman and made lewd 
remarks to her. Other pathologic impulses 
consisted of gambling with both his own 
and his wife’s resources until he lost all 
he had. He took no pleasure in the 
gambling, rarely ever troubling to look at 
horse races, but contenting himself instead 
with waiting outside the track for the re- 
sults. Further, he complained, he often 
felt compelled to lie even in situations 
where the truth would not involve him in 
any particularly painful situation. This 
was particularly true where women were 
involved. 

It should, however, be noted that the 
patient’s chief complaint, which he 
brought to the writer, at the suggestion 
of an attorney, was his exhibitionism. He 
felt a good deal of anxiety about it and 
attempted to ward off guilt feelings by 
rationalization and projection. Thus, he 
made a point of denying ever having been 
unfaithful to his wife while living away 
from her, i.e., in the Army, and he severely 
criticized some of his friends who “chased 
around,” 

The patient was a white male of athletic 
appearance in his late thirties. He had been 
married, although he was, at the time he 
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was first seen, separated from his wife 
and two small boys. He was of better than 
average intelligence. 

The Rorschach revealed him to be an 
individual with a compulsive ego struc- 
ture, with his feelings being absorbed by 
a strong fantasy life. At times these 
(feelings) overwhelmed the ego and re- 
sulted in blind acting out. The content of 
the fantasies showed little enjoyment of 
actual heterosexual relations. His wife’s 
fear of pregnancy added to his difficul- 
ties. He was hostile to his wife and feared 
retaliation. 

His background revealed little closeness 
to either of his parents or to his three 
older siblings. He initially described them 
as “good Christians” and showed some re- 
sentment toward his mother. 

Patient had been married early to a gir] 
of about his age, who, it is suspected, came 
from a somewhat higher social stratum. 
He went overseas to active military duty 
almost immediately after the marriage. 
After his return he lived with his wife 
for a short period of time and then became 
involved in a business venture which took 
him away for a considerable period of 
time. It was during this period that pa- 
tient fell into the arms of the law because 
of his perverse telephoning. 

Although it was the writer’s impression 
that the patient had actually spent more 
time away from his family than the busi- 
ness commitment warranted, this was 
never verified. The patient appeared to be 
making a conscious effort to meet the re- 
sponsibilities of a family man and to love 
his small sons. 

He felt his sex life was unsatisfactory. 
He practiced coitus interruptus without 
orgasm and sometimes obtained release 
from sexual tension by masturbation. 

After having given much of the above 
noted data in a relatively few interviews, 
the patient developed a considerable de- 
gree of anxiety, apparently related to his 
having revealed so much hostility toward 
members of his family. He again attempted 
to avoid guilt feelings by rationalization 
and denial. He spoke of his parents as 
“letting him come and go as he pleased.” 
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He said his wife treated him the same 
way, even though he had previously com- 
plained that she constantly questioned 
him about his money and what he had 
done with it. Although he was referring 
to small sums of money which he used for 
his day to day living the suggested rela- 
tionship to his gambling was noted. 

He spoke of the fact that he got along 
well with his officers in the Army, but that 
when he was criticized he could not show 
his anger but covered it with a facade of 
complete passivity. Again he spoke of his 
wife in the same way and “wondered why 
she didn’t supervise him more closely.” 

This patient was followed for a period 
of less than one year at weekly intervals. 
He developed considerable insight into his 
hostility to, and fear of, his wife and 
other women as the motivating factor of 
his perverse activity. 

It might be said, in conclusion, that this 
man’s exhibitionism took on the character- 
istic of a pre-genital i.e., anal sadistic ac- 
tivity. He attacked “castrating’”’ women 
as a defense against the treatment he 
feared. 

Although he has not been seen by this 
writer in several years, it is felt he was 
able to make a satisfactory adjustment 
with this relatively brief therapy. 


SOCIOPATHIC PERSONALITIES 


A. W. GOTTSCHALL, M. D.,* 
Farnhurst, Del. 


In adolescence the idea that a criminal 
is a sick man rather than an evil one has 
been one of the chief court room issues of 
modern times. The ancient, stubborn mass 
of doctrine known as the law has under- 
standably been slow in giving ground to 
the sick man theory. The latter is revolu- 
tionary even if it is more than a hundred 
years old. 

The theorists—medical psychologists— 
have not enjoyed much public sympathy. 
Popular understanding has been clouded 
by their professional vocabulary and the 
fact that doctors, like everybody else, are 
apt to disagree. The layman often finds 
it hard to grasp how one psychiatrist can 


*Senior Physician-Psychiatrist, Delaware State Hospital. 
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find a criminal mentally ill while another 
expert is apparently willing to send him to 
punishment and prison. The criminal law 
was built on the idea of punishment for 
itself, and as a deterrent to further crime. 
It largely represents out-worn morality. 
Psychiatry works towards the cure of the 
criminal sick. It is moved to this, not only 
by humane feeling, but out of conviction 
that punishment does not deter crime. 

Modern psychology since Freud recog- 
nizes the unconscious mind and under- 
stands that in the given individual there 
may be a welder of mixed inter-related ag- 
gressive drives between the conscious and 
unconscious—often turning on themselves. 
Some men may commit a crime because 
they wish to be in prison. The sternest 
prosecutor may be full of unconscious 
guilt. Men who are loud in talk of justice 
may deeply relish the sadistic elements in 
punishment. 

Delinquency is the term used in refer- 
ence to minor offences against the culture 
with which the individual is expected to 
conform. The condition of delinquency 
amongst juveniles is an ever increasing 
topic of interest among educators, the 
legal profession and psychiatrists. We 
recognize some basic considerations. First, 
hospitalization: the hospital in this in- 
stance is being used for the purpose of 
psychotherapy and by it hoping to increase 
the individual’s education. Ordinarily in 
our public schools, we expect to serve each 
individual juvenile according to his capac- 
ity regardless of his race, religion, na- 
tional background, social and economic 
condition of life or handicapping condi- 
tions of any kind; but the mental hospital 
is concerned with helping the delinquent 
juvenile patient by psychotherapy and 
teaching, to guide their conduct by reason, 
to use intelligence in reaching decisions 
rather than blind obedience, habit or 
prejudice and to acquire a knowledge of 
self and of understanding of the conse- 
quences of behavior. Another basic prin- 
ciple to be kept in mind is that delinquency 
is not a distinct or separate problem. De- 
linquency should not be considered as we 
consider a disease but rather as the symp- 
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tom of a disease. Delinquency, like truancy 
or incorrigibility, is but a symptom picture 
of underlying conditions the roots of which 
may be found in the family life, the school 
adjustment or the environmental back- 
ground of the community and sometimes 
in physiological and psychological aspects 
of the individual personality. 

In dealing with this sociopathic problem 
from the standpoint of the mental hospital 
or any other agency, one deals with the 
problem of a symptom which may have any 
one or more of many different causes. 
Moreover in dealing with delinquency or 
any other symptom, one does not correct 
the problem until fundamental causes are 
found and corrected or alleviated. Even 
though some measures may temporarily 
allay the symptoms. We find by our ex- 
perience in this hospital that many of 
these sociopathic juveniles come from 
broken homes or homes in which abuse, 
ill-treatment and cruelty instead of love 
was the order of the day. We find that the 
lack of ordinary parental attention to the 
youth has been a cause for the youth at- 
tempting to find his place in the sun to 
gain recognition from his fellow juveniles 
and to satisfy his gregarious instinct by 
associating with youth of like character. 

The sociopathic individual, many times 
due to experience he has gained from the 
type of environment in which he was 
raised, has a deep feeling of being the 
under-dog and presumably the first law of 
nature; survival of the fittest takes 
charge. In his attempt to survive, he al- 
lows his gregarious instinct to have full 
sway and very early in life associates him- 
self with his own kind. The old axiom 
proves true; birds of a feather flock to- 
gether. But he is not usually satisfied to 
merely associate, in order to compensate 
for that feeling of being an underdog, he 
wishes to lead the pack and in doing so 
takes a great delight in performing an act 
which he considers one of bravery and 
this usually is the forerunner of petty 
crime; such as automobile theft, breaking 
and entering, and sometimes crimes of a 
sexual nature. He knows that the more 
daring the crime the greater prestige he 
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will have with the gang. This type of be- 
havior regardless of its consequences 
seems to be paramount in his ambition. 
It is a feather in his cap, as far as his as- 
sociates are concerned, if he has been ar- 
rested and convicted of a crime and has 
served a sentence in a penal institution. 

It is noticeable while watching these 
patients when they are absorbed in watch- 
ing television that they take great delight 
and also expound the ability of the crimi- 
nal in the ordinary television detective 
drama. They take great delight in criticiz- 
ing the shortcomings of the police. They 
seem to care nothing for good musical 
production or travelogues or political dis- 
cussions. In the broadcasting of news 
events, there seems to be no events re- 
membered or cared anything about except 
a crime that has been committed and the 
more severe the crime the greater delight 
they have in repeating the circumstances. 
This typ of individual when he first enters 
the Criminal Division of this hospital is 
arrogant, surly, noncommittal. He adheres 
to the secret code of the underworld: 
“don’t tell them anything.” However, 
after quite a time and with much pscho- 
therapy, they do loosen up and portray 
the characteristics which have been men- 
tioned above. 

It is a noticeable fact that all their life 
has been consisted of mostly misbehaving; 
they can behave if they wish to although 
it may be quite a strain. It is noticeable 
that they make ideal patients if they have 
a promise of release in the future provided 
their behavior is above reproach. They 
are the type of person who expect much 
and give little or nothing. The word 
sympathy or affection is not to be found 
in their vocabulary. They often speak of 
their parents as one would of a casual 
acquaintance. Regarding their petty crimes 
such as petty thievery, they often give 
the remark back ‘only fools work hard for 
a living.’ It is the type of environment in 
which they were raised, the type of asso- 
ciates they have lived with, and the ex- 
perience that petty thievery, when success- 
ful gives them the monetary value that 
probably two weeks of hard work would 
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only equal. The morality of their act is 
not even considered. I’m happy to state 
that the majority of this type of patient 
discharged from this hospital have done 
fairly well; the minority have reverted 
to their old type and some at present are 
incarcerated in prison for repeated acts of 
a criminal nature. 


The constant effort of society to try to 
induce the outlaw to live within the law 
must be kept going. We cannot expect 
one-hundred per cent successes but we feel 
that those successes that we do have are 
a just compensation for our efforts to lead 
the youths into a channel of life which will 
lead to good citizenship. 


PSYCHIATRIC TREATMENT 
OF CHILDREN 
By Means of the Total Environment 


DOROTHY JOHNSTON, M. D.,* 
Delaware City, Del. 


The staff at the Governor Bacon Health 
Center is engaged in the treatment of 
children with emotional illnesses by means 
of milieu therapy, or treatment within a 
therapeutic environment. As has been de- 
scribed in a previous paper,” the emo- 
tional illnesses of children represent in 
effect, interference with growth of various 
aspects of the personality, or regression 
to earlier levels of growth. The purpose 
of the present paper is to discuss further 
the role of treatment-in-residence in 
bringing about this growth and to demon- 
strate with a case this “treatment by the 
total environment.” 


Certain questions may be asked at this 
time. What is the essence of residential 
treatment? What are the elements that 
bring about change in the emotional and 
personality structure in a child? Elements 
that enter into the developing personality 
are: personal identification, identification 
with parent-ideals, warmth of feeling, 
control of impulses, stimulation of curi- 
osity regarding the environment, reality 
testing, group relationship, recognition of 
the worth of the self, gratifying accom- 
plishments to promote self-esteem. 

This growth comes about through the 
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integrated efforts of an entire team. Milieu 
therapy: is the facilitation of growth 
by means of the living experience. Milieu 
therapy supplies the elements listed above 
in accordance with the child’s ability to 
use them, in a setting where he is accepted 
in spite of his inabilities, where there ex- 
ists the paradox of consistent control with 
a general air of permissiveness. It supplies 
continuous contacts with people. It pro- 
vides the opportunity to utilize people in 
the environment as symbols of members of 
his family or of the homes in which he has 
lived. The child is free to experiment with 
various tools of mastery of his fears of 
relating to parent figures or social groups. 
He can practice using these tools. He can 
also practice meeting fearful situations 
(counterphobic work). A fluctuating bal- 
ance of failure and success of individuals 
within the group removes the emphasis 
from his own failures. 

In his experimental relationships with 
neutral adults, he finds them not threat- 
ening and he gradually modifies the inten- 
sity of the fear and hostility in the exist- 
ent feelings toward important persons in 
his life outside of the institution. 

In the following case we will demon- 
strate how various members of the “team” 
in the residential treatment center par- 
ticipated in treatment of a severely in- 
hibited girl with schizoid traits. in this 
case there was particular emphasis on the 
recognition of the worth of the self, the 
maintenance of continuous contacts with 
people with modifications to suit the child’s 
need, the provision of suitable individuals 
for parent ideals, stimulation of warm 
feelings, the provision of tools to exist 
comfortably in reality and some counter- 
phobic practice in diminishing the inten- 
sity of guilt regarding sex. 

Dora was a colored girl who was ad- 
mitted to the Center at the age of 11!,. 
Her home was described as disorganized 
and the children lacked the normal family 
conditions. The father was alcoholic and 
the mother irresponsible. Dora was the 
third of five children. The youngest child 
is reported to have died of neglect. Dora 
was first placed in a foster home selected 
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by her parents when she was about 3 
years old and subsequently was in two 
foster homes in the State Department of 
Public Welfare. She had reacted to her 
early environment by withdrawal and she 
is described as having been slow, appar- 
ently dull, unaggressive, docile, and back- 
ward. Not having been stimulated by ma- 
ternal affection in her own babyhood, emo- 
tions within herself were not aroused and 
she appeared to have lower intelligence 
than was actually the case. While in her 
foster homes she developed some neurotic 
traits. She bit her nails until her finger- 
tips were sore. She was continually poking 
holes in her clothing without apparently 
noticing that she was doing so. She was 
enuretic until the age of six. At 11 years 
of age she was molested sexually by a 
man in the community. Subsequently she 
was placed in another foster home. Dora 
reacted to these traumatic events by fur- 
ther denial of her emotions and by adoles- 
cent fantasies. The people who cared for 
her were impressed by her apparent lack 
of concern and understanding in spite of 
explanations. She made claims that a 
14 year old boy and the foster father in 
the new home molested her and these 
claims were considered to be at least in 
part her own fantasy. Dora’s accusations 
were too threatening to the foster par- 
ents and they were unwilling to have her 
remain there. She was then admitted to 
the Governor Bacon Health Center. 

As we can see, Dora’s life experience 
had been such as to provide sparse ma- 
terial for the full development of a person- 
ality. There was lack of affection through- 
cut and therefore little stimulation for the 
development of warm feelings within her- 
self. Her parents proved unworthy models 
for the child to desire to imitate, and the 
diluteness of feelings provided by the 
foster parents did little more. There was 
no father at all in the foster home where 
she remained the longest. She therefore 
had weak parent ideals to include in her 
growing personality. There also had been 
little to contribute to her own self esteem, 
and her final failure and shame under- 
mined what little she had. She reacted to 
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her situation by withdrawing her feelings, 
denying them, and repressing her guilt. 
Her picture was one of schizoid tendencies. 
She could not form close relationships with 
anyone. Although she was in a cottage 
full of lively, acting out, emotional girls, 
she remained quiet and “good.” 

Her initial attempt at becoming a part 
of the group was completely frustrated 
and she did not have a clear picture of her 
own identity. When she tried to mingle 
she talked too loud, seemingly unaware 
that she was talking differently from 
other people. The first efforts of the house 
parent had to be centered about protecting 
her from the more aggressive children. 
She was then put in a selected group of 
negro girls for group therapy with a white 
male psychiatrist where she had further 
protection from group aggression. She 
initially tried to please the other girls, but 
could do so only by sharing her things 
with them and letting them impose upon 
her. 

During this time the social worker 
(female) maintained a continuous but di- 
lute sort of contact with her having regu- 
lar appointments with her. The worker re- 
mained quiet, unobtrusive but friendly. 
(This type of contact often offers the least 
amount of threat to a shy person.) 

After about a year, therapeutic effects 
began to be noted as a result of her school 
experience. She began to develop small 
beginnings of self-esteem because she was 
able to make better progress than some of 
the more restless children. Dora was able 
to utilize her reading ability to make her- 
self more comfortable in the environment, 
as she could then withdraw from the 
group by taking up the pastime of read- 
ing. We note that this tendency could have 
increased her abnormalities, had other in- 
fluences not been brought to bear. It was 
thus merely a shield to protect her during 
a trying time. 

By the next year Dora was quite com- 
fortable in the cottage. She could even 
mingle with the opposite sex. However, 
she was not really a part of the group, but 
remained in a neutral position. She con- 
tinued to be immature for her age, a re- 
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sult of her resistance to growing up. At 
this point, another girl had become the 
victim of the rejection by the big girls in 
the cottage. A plan was then made with 
the house mother to use Dora to help bring 
this girl back into the group. Dora and 
one other girl were the only ones that did 
not reject Mary. The plan formulated was 
that the house mother would ask these 
two girls and Mary to join her in some 
simple activity such as sewing or playing 
a game, thereby involving the three in an 
informal group. The plan proved beneficial 
to all three. They had temporary protec- 
tion from the group of aggressive big 
girls, while at the same time feeling in- 
cluded in a group themselves. This al- 
lowed time for the animosity of the big 
girls to become dissipated, while Mary was 
working through her problems with her 
own psychotherapist. The improved rela- 
tionship brought about some improve- 
ment in Dora’s ego strength. During this 
time Dora had been enjoying the pas- 
time of drawing and was becoming very 
proficient. The admiration of the other 
girls proved another crutch in the easing 
of interpersonal relationships. Her school 
teacher helped to develop this ability and 
allowed her extra time for practice, there- 
by adding more material for improvement 
of Dora’s self esteem. 

In the next phase, Dora’s conflict and 
guilt about sex had to be dealt with as 
she could not remain aloof from the sit- 
uation around her, where she was sur- 
rounded by girls all developing interest in 
the boys. The house mother gave her as 
much reassurance to allay her feelings of 
guilt as possible as well as necessary in- 
structions. Her house mother at this time 
and until the time of discharge was a 
warm, understanding colored woman in 
her late thirties, who had considerable per- 
sonal charm. 

By the time she was 14 she was inte- 
grating smoothly in spite of her person- 
ality weaknesses. She was beginning to 
show warmth of feeling and made friendly 
overtures to staff and children. However, 
she was too inhibited to express her in- 
dividual preferences and she utilized her 
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artistic ability chiefly to make copies, 
being afraid to express her own ideas in 
art. An intensive investigation of the per- 
sonality by means of the Rorschach test 
at this time still showed poverty of human 
relations, some strange responses and 
some sexual conflicts. She next began to 
respond to the efforts of her home eco- 
nomics teacher. Her achievements in sew- 
ing gave more ego support and the first 
signs of any narcisisstic gratification. Up 
to this time she had been quite sloppy 
about her appearance. With the combined 
aid of the house mother and the home 
economics teacher, she found some pleas- 
ure in improving her appearance and 
could even make herself presentable for 
social affairs in which the boys partici- 
pated. While she was still inhibited with 
the opposite sex, she found this to be a 
superficial aid in conforming with social 
requirements. Another attempt of psycho- 
therapy was made by the male therapist 
who had had the original group. This time, 
treatment was individual and was chiefly 
another step in making relationships. She 
became quite comfortable although unable 
to discuss the traumatic events of the 
past. The chief therapeutic work on her 
part was making pictures of boys and also 
of the therapist, (lessening the intesity of 
guilty feeling by repetitive activity). After 
several months the therapist terminated 
his connection with the Center and for the 
first time she showed some anxiety and 
unwillingness to discontinue a relationship. 

Dora was able to continue improving on 
the basis of the segments of ego-structure 
that had been developed through the vari- 
ous persons participating in her total en- 
vironmental treatment. Having demon- 
strated her ability to form some sort of a 
relationship she was discharged as im- 
proved at the age of 15 years and 9 
months, going to a carefully selected foster 
home in which there were no _ boys. 
Through the combined treatment of the 
house parents, teachers, caseworkers, and 
psychiatrists, she has acquired some basis 
for self-esteem, some warmth and ability 
to relate to people, motivation to present 
a normal appearance and to integrate 


DELAWARE STATE MEpIcAL JOURNAL 197 


with society in accepted ways. She was 
not amenable to deep insight therapy and 
she still represses sexual feelings. She will 
probably continue to be a rather inhibited 
person but able to be comfortable with 
people and to find enjoyment in life. She 
is now one of the types of personalities 
which fit into our society and there is a 
good possibility that she will find her 
niche and be able to pursue a gratifying 


economically productive life. 
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CURRENT CONCEPTS 
OF GROUP PSYCHOTHERAPY 


WILLIAM A. BYRNE, M. D.,* 
Farnhurst, Del. 


Group therapy as a method of treat- 
ment for psycho-neurotics obtained its 
greatest impetus during the last war. As 
early as 1907 Pratt applied group methods 
(class-lecture etc.) in the treatment of 
tuberculosis patients. In 1917 S. E. Jeliffe 
wrote “Psychotherapy and Drama.” In the 
1930’s proposals were made for harness- 
ing the emotional energies of prisoners by 
means of group activities. However, a 
pressing problem was brought about by 
the disproportion between the numbers of 
people needing help and the scarcity of 
adequately trained therapists to aid them. 
To overcome this discrepancy an attempt 
was made to help people in groups. The 
number of methods used ranged from lec- 
tures and vigorously directed groups to 
very permissive groups. It soon became 
apparent that what started out as an 
emergency measure, showed promise and 
in itself had potentialities and has since 
become accepted as a method of treatment. 


The aim of group psycho-therapy is the 
same as in individual psycho-therapy, 
namely, to help the patient feel more com- 
fortable within himself and in his environ- 
ment. 

Regardless of the methods used the fol- 
lowing therapeutic processes take place in 
group psycho-therapy the same as in in- 
dividual therapy although differing in 
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minor elements. The aims are to affect 
libido redistribution, ego strengthening, 
adjustment of the super-ego and to cor- 
rect the self-image. These results are 
brought about through dynamic factors of 
(1) transference, (2) catharsis, (3) in- 
sight, (4) reality testing, and (5) sublima- 
tion. It is to be noted that the foregoing 
factors are the same as those that are of 
use in individual psycho-therapy. How- 
ever, there are many differences. 

Transference is present in all therapies 
and is seen in its purest form, unilateral, 
from patient to therapist in psycho-analy- 
sis. In the less intensive therapies it is bi- 
lateral, that is, not only does it flow from 
the patient toward the therapist but also 
the therapist returns it in the form of 
empathy, interest and encouragement. In 
the group, the transference is modified 
still more by the presence of other per- 
sons. Early feelings inadequately re- 
pressed and memories concerning siblings 
as well as parents are activated. In the 
group we find transferences of a parental, 
sibling and a third type, namely, identifi- 
cation (Slavson). While identification is 
present in all transference, the group by 
virtue of its greater number of identifica- 
tion objects, offers opportunities not pres- 
ent in individual therapy. 

One of the biggest differences in group 
therapy as contrasted with individual 
therapy is in the sphere of transference 
reactions. In group therapy, in addition to 
the positive transference to the therapist 
there must be a positive transference to- 
ward the group as well. When the trans- 
ference to the group is negative for too 
long a period or is too intense, the patient 
cannot function and he either acts out or 
quits the group. In the group, the transfer- 
ence is usually diluted and the intensity 
for any one individual is lessened as the 
result of mutual support, reinforcement 
and group identifications. 

Catharsis is the same in group as in 
individual psychotherapy. The type of 
catharsis in the treatment of psychoneu- 
rosis of adults is verbal. It may occur as 
(1) free association, (2) associative think- 
ing, (3) directed, (4) induced, (5) forced, 
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(6) vicarious. The method of free asso- 
ciation is the same as most frequently 
used in psycho-analysis. Associative think- 
ing such as productions related to current 
experiences and acts are expressed. This 
method finds its greatest use in guidance 
and counseling. Induced and directed 
catharsis can be employed favorably in 
selected cases. All of these forms are 
present in group therapy, although the 
forced form is not used in groups. Of ail 
methods the induced form is inherent in 
group therapy. It is an emotional conta- 
gion. A statement of one sets off a chain 
reaction in others because of the common 
interests and difficulties. Vicarious cath- 
arsis is of prime value to certain patients. 
It is contingent upon similarity of prob- 
lems and capacity for identification. It can 
be conditioned by similarity of personali- 
ties as well. Forced catharsis is not to be 
permitted in group therapy and when one 
patient tries to force another beyond his 
readiness, he must be interrupted. Mutual 
support, identification, universalization 
and target multiplicity all tend to promote 
catharsis in the group. 

Insight is conditioned by (1) emotional 
maturity, (2) elimination of ego defenses, 
and (3) intellectual comprehension. It is 
acquired in groups not only through inter- 
pretations of the therapist but also by in- 
terpretations offered by other members. 

It is in the field of reality testing that 
group psychotherapy really excels over in- 
dividual therapy. The patient in the group 
may be encouraged to regress but he has 
the opportunity of continually testing his 
associations on the other members. The 
group becomes a tangible and pressing 
reality to each member. He has to learn to 
deal with his own dislikes as well as the 
dislikes of others, to accept attacks of 
others and to control his own aggressive 
acts. There is less chance for the patient 
to misinterpret or distort his reactions. 

Sublimination should be arrived at 
through a gradual diminution of primary 
drives in comparative freedom and as a 
part of reality testing. 

Groups supply opportunities for ways of 
escape from participation not readily 
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found in individual therapy. Absentism is 
easier in a group since guilt feelings of 
the resistive patient are not too easily 
aroused (group will go on anyway, so he 
tells himself). Distraction is also easier 
in a group; a member may laugh, tell a 
story or otherwise interrupt the discus- 
sion. Abruptness (breaking in on another 
before he is finished), another form of re- 
sistance is also easier in a group than 
in individual therapy. Silence, general or 
selective, may be shaken by a direct ques- 
tion from one who notices the prolonged 
silence. Acting out is discouraged in any 
adult group. 

The group itself consists ideally of 
6-7 individuals. These individuals should 
be picked in such a way that it molds al- 
most into one personality. In other words, 
personalities should be alike in as much 
as possible so that the therapist instead 
of treating 6 different individuals would 
be able to treat the 6 as one. Another way 
of stating this is that the nuclear prob- 
lems of the individuals are similar and 
must have some common meeting ground. 
It is disastrous in a group of neurotics to 
include a character neurosis. Severe or 
moderately severe obsessive-compulsive 
individuals do not do well with hysterics, 
for example. Psychopaths, paranoid per- 
sonalities, obsessives (unless it is a group 
of obsessives), tend to disrupt the group. 
Alcoholic or drug addicts do not do well 
in general groups because they do not 
form a common bond with the others. It 
goes without saying that psychotics should 
not be included in groups of neurotics, 
because their associations would tend to 
cause too much anxiety among the others. 
The reasons for non-mixture can readily 
be seen if the group is to develop. 

As in individual therapy, the patient 
should not join for fun or because he is 
interested, but because he recognizes and 
accepts the fact that he needs help and 
is willing to work to achieve a better ad- 
justment. 

In summary the aims of group therapy 
are the same as in individual therapy, 
that is, to help the patient feel better, 
by a redistribution of libidinal energy, ego 


DELAWARE STATE MeEpicaL JOURNAL 199 


strengthening, adjusting the super-ego 
and correction of the self image. An at- 
tempt has been made to describe briefly 
the dynamic mechanisms by which 
changes take place as well as touching 


upon the size and character of the group. 
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POSSIBLE ORGANIC BASIS 
FOR A SYNDROME 
Reading Disability, Hyperactivity, and 
Behavior Problem in Boys 


WALTER D. Davis, M. D.,* 
Farnhurst, Del. 
This paper is based on random observa- 


tions recurring with sufficient frequency 
as to seem to represent a syndrome. There 
is no pretense that what follows is in any 
way scientifically validated, rather an 
area for possible research and further 


clinical observation is being suggested. 

Observations were made of children 
seen both in the Mental Hygiene Clinic 
and to a limited extent, in my own private 
practice. In the past two years I have seen 
at least 13 cases—11 boys and 2 girls— 
aged 7-14, who can be categorized as pre- 
senting this syndrome. All were of aver- 
age intelligence (however, in an earlier 
day several of them could have been 
tabbed as stupid). At home and school 
they were regarded as being restless, ir- 
responsible, overactive, thoughtless, but 
not mean. The older boys tended to have 
been delinquent. Six of the boys could not 
read, all thirteen had little interest in 
reading and read, at best, below grade 
level. 


Neurological examinations were nega- 
tive except for a tendency in some to poor 
psychomotor coordination. 


My collective impression of the social 
histories is that the higher proportion had 
what could be considered poor home en- 
vironments with plenty of psycho-patho- 
genic possibilities, but this was not always 
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the case. Most of the children had siblings 
who were not similarly affected. There 
was no clear cut unequivocal history of or- 
ganic trauma. Restless, overactive be- 
havior tended to have been noticed by 
parents prior to the start of school—with 
several the child in question was regarded 
as having been overactive from the time 
he learned to walk. 

In the psychological test results no child 
was rated as defective. Nor were there 
any test signs of organic impairment. No 
consistent personality patterns seem to 
have been evident. However, there was a 
consistent tendency for verbal scores on 
the Wechsler-Bellevue test to be down and 
performance scores to be up. In the Wide 
Range Achievement Test (Jastak) reading 
and spelling scores were always low. 
Arithmetic usually was close to grade 
level. 

In the psychiatric interviews gross ab- 
normalities were few. They all related well, 
tended to be rather aggressively friendly 
(forward), were eager for and responsive 
to attention. Restlessness was evident as 
pressure developed or sustained activity 
was required. Distractibility and aggres- 
sive attention getting behavior tended to 
be more evident in a group situation. The 
two most consistent features were a denial 
of the reading difficulty, or at least a 
denial of concern, and a restless reaction 
to attempts to force concentration. 

Electroencephalograms, where done, 
were consistently abnormal. The abnor- 
mality tended to be diffuse—that is not 
localized—and presumably not diagnostic 
of any definite clinical condition. 

In several cases amelioration of hyper- 
active behavior and an increase of the at- 
tention span seemed to follow the use of 
“suppressive medication” (dilantin or 
phenobarbital). In one case improvement 
followed amphetamine medication. At 
least two were helped by psychotherapy 
alone. 

An hypothesis which assumes an organic 
factor to be of central importance in the 
genesis of this syndrome follows: It is 
suggested that these children have sus- 
tained minimal brain damage, either pre- 
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natally or in infancy, of a sort that has 
caused no detectable neropathy, but which 
has resulted in a lowered capacity to sus- 
tain psychic tension. An _ alternate 
hypothesis having similar significance 
would be that in these children there is 
a congenital deficiency in their capacity to 
sustain tension and that this defect can 
be correlated with altered electro-cortical 
activity demonstrable in E.E.G. 

The eventual clinical picture would de- 
rive from the above genetic condition in a 
fashion something as follows: (1) Organ- 
ically decreased capacity to sustain psychic 
tension; (2) lessened ability to restrain 
the primitive drives as is required in the 
“house-breaking” processes of the pre- 
school years with resulting slowness to 
conform to parental expectations of good 
behavior: (3) resulting from this there is 
an increase of parental efforts at restraint 
and a decrease in the rewards they give 
out. A circular situation is set up—which 
will be continually repeated in school— 
the child can’t hold still, resulting in en- 
vironmental (parents and school) pressure 
or restraint, which actually increases the 
inner urgency or pressure to discharge in 
restless activity, which, in turn, calls 
forth environmental pressure. The only 
surcease lies in unregulated play where a 
switch can be made to a new activity as 
soon as environmental pressure starts to 
increase the inner pressure or tension. 
This escape in play tends to be cut off 
when school starts. In school, reading 
above all else in first grade requires some 
ability to concentrate, that is, to sustain 
tension. Failure for the child to acquire 
this skill practically ensures that ensuing 
school years will see the problem main- 
taining itself and discharge of tension 
being accomplished in the only way he 
knows. Restless, unregulated activity will 
be perpetuated. 

The dubious quality of this hypothesis 
lies in the fact that there is no clinical 
evidence presented which would indicate 
that the origin of the crucial restlessness 
is organic rather than psychogenic. I be- 
lieve this applies equally to the disordered 
E.E.G.s found here, which as far as the 
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Priwine 


Rapid vasodilating action of Privine 
relieves nasal congestion in a minute or 
two—effect lasts for hours. 


No interference with ciliary 
activity or other mucosal function. 


Isotonic, pH compatible with nasal fluids. 
No epinephrine-like excitation. 


Privine 0.05% Solution in 1-oz. 
bottles with droppers and in pints. 


Privine® hydrochloride 
(naphazoline hydrochloride CIBA) 
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of 


Pyribenzamine 


in ragweed hay fever 


In the summer and fall of 1953, nine prominent allergists, 
representing every section of the country except 

the West Coast, tested Pyribenzamine in a total of 832 
patients with ragweed hay fever. The work of these 

men is significant because of its scope and because it is 
the most recent major study of antihistamines. 

Certain observations are particularly worth noting... 


THE ALLERGIC PATIENT... before and one-half hour ajter receiving PYRIBENZAMINE 
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--. Of the 832 patients who were 
given Pyribenzamine, 
only 84 did not obtain some 
degree of symptomatic relief. 


From this study and from previous 
investigations involving thousands of allergic 
patients, one fact is clear: Pyribenzamine 
gives the allergic patient unsurpassed 

benefit with antihistamine therapy. 


Pyribenzamine® hydrochloride 
(tripelennamine hydrochloride CIBA) 


Try Pyribenzamine —the most prescribed 
antihistamine — in hay fever, in every al- 
lergy susceptible to antihistamine therapy. 


Pyribenzamine 25-mg. tablets (coated) and 
50-mg. tablets (scored) both available in 
bottles of 100 and 1000. 
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BILATERAL 
ARTERIOSCLEROTIC 
ULCERATION in patient age 65. 
At start of Priscoline therapy; 


ulcer, right leg, 1%” x 1%’; 
ulcer, left leg, ¥2’’ x ¥a’". 
With oral Priscoline, 25 mg. four 


times daily for one week 


and 25 mg. every three hours 


thereafter, there was marked 


improvement in 2 weeks 


to the 
>, pw? sere and healing within 6 weeks. 


No other medication given. 
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HYPERTENSIVE ISCHEMIC 
ULCER of right leg in patient 
age 65. Ulceration refractory to 


treatment for 9 months, with 


patient complaining of severe pain. 


Increases blood flow to the extremities 
through a direct vasodilating effect 

on vessel wall, a sympathetic blocking 
effect, and an adrenolytic effect— 


A valuable aid in the treatment 

of peripheral ischemia and its sequelae— 
pain, loss of function, ulceration, 
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present state of knowledge is concerned 
might be evidence only of a functional 
alteration of electro-cortical activity. 


Moreover, no sustained attempts at 
deep psychotherapy that might uncover 
the psychopathological roots have been 
made. One other difficulty is that there 
are five times as many boys as girls 
among my cases. I attempted to explain 
this away with the speculation that the 
greater biological and cultural push to- 
ward activity in boys combines with a 
potential organic deficit in self-restraint, 
resulting in the greater frequency of the 
appearance of this syndrome in boys. 


However, should this prove to be a true 
syndrome that does have at its base an 
organic deficit in the child’s ability to con- 
centrate, the clinical implications would 
appear to be important. Particularly would 
this be so if the syndrome could be rec- 
ognized in the pre-school years when 
prophylactic steps might be taken against 
the development of a reading disability 
with its increasingly serious sequela. 


SUMMARY 

It is suggested that reading disability, 
hyperactive behavior and altered electro- 
cortical activity occur together with suf- 
ficient frequency as to constitute a syn- 
drome most apt to appear in boys. It is 
hypothesized that an important pre-condi- 
tion of this syndrome is some sort of or- 
ganic deficit in the central nervous sys- 
tem which resulted in a decreased capac- 
ity to sustain tension (and hence, pay 
attention), in the children manifesting 
this syndrome. 


A FAMILY STUDY 
OF HUNTINGTON’S CHOREA 
C. LAWRENCE R. SOUDER, M. D.,* 


Farnhurst, Del. 
A study of a family may reveal several 


individuals in the family or relatives of the 
family suffering from the same disease or 
from some other psychiatric or emotional 
disorders. We have under consideration 
one such Caucasian family. At present 
there are two members of the family hos- 
pitalized at the Delaware State Hospital. 
A third member of the family, who had 
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been a patient here, improved and is now 
on trial visit. 

The father, age 67 years, is a widower. 
He was hospitalized here in 1949. The 
commitment papers gave the duration of 
his illness as five years, in which he showed 
choreiform movements of the face, neek, 
upper and lower extremities, with a choreic 
gait. Mention was also made of a peculiar 
facial expression and a slurring speech. 
His wife had died several months before 
his admission to this hospital. 

He was described as always having had 
a rather cheerful disposition, which con- 
tinues in spite of his present physical con- 
dition. A neurological examination in 1941 
revealed a diagnosis of Huntington’s 
chorea. He had reached the point that he 
was absolutely unable to take care of him- 
self. He would not bathe, dress or shave. 
He had a tendency to walk away at times. 

The family history disclosed that pa- 
tient’s sister had been hospitalized in a 
mental and nervous institution in New 
Jersey suffering from Huntington’s 
chorea. She died six years before patient’s 
admission to this hospital. 

Only one etiological factor in Hunting- 
ton’s chorea is known, namely, heredity. 
Direct and similar inheritance is the rule, 
the disease appearing as a dominant; it 
can pass for generations uninterruptedly, 
but no doubt at times the carrier of a dom- 
inant may fail to develop that trait, or do 
so in some modified form. 

In Dr. George Huntington’s original 
description of the disease, he stated, ““The 
hereditary chorea, as I call it, is confined 
to certain, and fortunately a few, families 
and has been transmitted to them, an heir- 
loom from generations away back in the 
dim past... . It is attended generally by 
all the symptoms of common chorea, only 
in an aggravated degree, hardly ever man- 
ifesting itself until adult or middle life, 
and then coming on gradually but surely, 
increasing by degrees and occupying years 
in its development, until the hapless suf- 
ferer is but a quivering wreck of his form- 
er self.” 

Huntington’s chorea is more common in 
men than in women. There are three mark- 
ed peculiarities in the disease: (1) its 
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hereditary nature; (2) a tendency to in- 
sanity and suicide; (3) its manifesting 
itself as a grave disease only in adult life. 
The disease is distinguished by the union 
of persistent and progressive choreic move- 
ments, with deterioration of the mind, and 
further by its heredofamilial incidence. 

The father of the present family under 
study at the Delaware State Hospital had 
been a painter by trade and worked at 
same as long as he was able. He became 
incapacitated in about 1920 and the fam- 
ily was aided by the Family Society from 
1920 until 1941. There were eight chil- 
dren. One child died of convulsions in in- 
fancy. One of the daughters was treated 
at this hospital in 1949 to 1950, suffering 
from chronic alcoholism and diagnosed 
Korsakoff’s psychosis. Another daughter 
has been before the Juvenile Court charged 
with immoral conduct and delinquency. A 
son was examined at the Mental Hygiene 
Clinic in 1943, having been referred by the 
Juvenile Court on a charge of larceny and 
forgery. 

Another son, age 30 years, is also at pre- 
sent a patient in the Delaware State Hos- 
pital. He showed psychopathic traits from 
early childhood, having been arrested on 
five different occasions on larceny charges. 
He is a muscular type of individual with 
rigidity of the shoulders and neck. He also 
has a peculiar, partially spastic gait. His 
speech is jerky, his movements chorei- 
form in character and there are some in- 
coordinations in his voluntary movements. 
His hands and fingers are held in awk- 
ward, rigid positions. While not actually 
a case of Huntington’s chorea, he suffers 
from a neurological condition character- 
ized by similar or modified symptoms. 

As Dr. Huntington observed originally, 
the eligibles who did not develop the dis- 
order of Huntington’s chorea, neverthe- 
less, were peculiarly excitable and more 
than normally responsive to nervous strain. 
Roughly speaking, from one-quarter to 
one-half of a sibship may be expected to 
become choreic. The original postulates of 
Huntington’s chorea hold good today, 
namely: The appearance of the disease 
only in adult life; its chronicity and grad- 
ual development; its following a direct line 
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from parent to offspring, and when this 
line was broken, its failure to reappear in 
future generations. Thus, when once start- 
ed, the disease never relaxes its hold. Re- 
missions or temporary alleviations seldom, 
if ever, interrupt its sequence. 

None of the children had a normal home 
life. The mother was a rather meek woman 
but she was hard-working and because she 
had to work, was not in the home. The 
father, moreover, because of his condition, 
could not supervise the children. They 
lived in crowded and cluttered quarters in 
the city yet they seemed to be a closely-knit 
family. 

In summary, this has been the study of 
a family whose members have various 
neurological traits. The hereditary aspect 
of Huntington’s chorea has been shown. 
Although a familial incidence is character- 
istic of the disease, it was seen that not 
all members of a stricken family develop 
the disease. It was also shown that one 
member of the family, who is at present a 
patient at the Delaware State Hospital, al- 
though not presenting sufficient evidence 
at this time for Huntington’s chorea, 
nevertheless, has mannerisms, choreic 
movements, etc. that resemble the disease 
and probably may represent some modified 
form of it. Some regular components of 
Huntington’s chorea as well as other neuro- 
pathic and psychiatric traits were found 


in this particular family. 
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DEPRESSIVE REACTION 
MASKING NEUROSYPHILIS 
NICHOLAS M. WHITE, M. D.* 

Farnhurst, Del. 

The patient (J. H.) to be discussed was 
born on August 16, 1892 in Ireland. No 
information was received about his family 
history or about his birth and early devel- 
opment. He came to the United States in 
1920 and until about 3 months prior to 
his admission here, he worked as a outler 
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and gardener. He had good references and 
excellent record. It is stated that patient 
was always healthy. Patient himself 
claims that in the spring of 1953 he devel- 
oped a left ankle edema and has seen a pri- 
vate physician in Connecticut, who pre- 
scribed bed rest for him. This left leg 
“acted up” again the fall of 1953, then pa- 
tient received some kind of treatment from 
a chiropractor. 

The prepsychotic personality is describ- 
ed as happy and quite outgoing. He al- 
ways wanted to make people happy and 
was constantly buying gifts for the chil- 
dren of his friends when they had birth- 
days, weddings, etc. His friends were 
mostly men. He likes to play cards or chat 
with them. His hobby was horse racing 
and it is estimated that patient lost be- 
tween $25,000.00 and $30,000.00 on horses 
since he had been in the United States. 

In February, 1954 patient resigned from 
his job. In the following months patient 
gradually became depressed, made debts. 
In early April, 1954 patient contacted one 
of his friend telling him that he wanted to 
give himself up to the police because he did 
not pay his income tax for the past 3 years 
and because of this, the police were looking 
for him and he would go to jail. Patient 
also related to his friend that he made sui- 
cidal plans. The friend became alarmed, 
called on a private physician, who then re- 
ferred patient to a local hospital on April 
19, 1954. There a consulting psychiatrist 
found the following symptoms: depression 
manifested by guilt feelings about not 
working and pecuniary matters, agitation 
and anxiety, feelings of unworthiness, con- 
stipation, suicidal ideation. Patient was 
guarded, defensive and difficult to elicit 
information from. However, he admitted 
that he had been treated for gonorrhea at 
the age of 26. He also found that patient 
had a delusion about suffering from pedic- 
ulosis and that some of the patient’s replies 
were irrelevant and incoherent. His diag- 
nostic impression was Involutional Psycho- 
tic Reaction and recommended commit- 
ment to Delaware State Hospital which 
was done on April 24, 1954. 

Chief complaints were: “I have suffered 
from constipation, and I feel guilty.” The 
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main findings of the admission physical 
examination were: Patient has a pyknic 
habitus. His blood pressure was 192/108 
in supine position. Pulse rate was 98, regu- 
lar. The neurological findings revealed 
that the right pupil was larger than the 
left and it did not react to light. The finger 
to finger and finger to nose tests showed 
marked past pointings. The abdominal 
and cremasteric reflexes were absent. 
There were marked tremors of the hands 
and fingers. The gait was shuffling. The 
Romberg and Babinski signs were nega- 
tive. The speech was retarded and slow. 
The impression was hypertensive arterios- 
clerotic heart disease, compensated, and 
syphilis of CNS to be ruled out. 

During the diagnostic interview and 
mental examination, patient was sad, re- 
tarded, friendly and cooperative. He ad- 
mitted that recently “I tried to choke my- 
self with a towel. I am a bad Catholic. I 
wanted to die. I feel guilty. I committed 
a lot of sins, like masturbation and homo- 
sexual acts.”” Beside suicidal ideas, hope- 
lessness and guilt feelings, patient also ex- 
pressed some grandiose paranoid ideas 
like, “everybody will be against me be- 
cause I will destroy this place—when the 
laxative works I will mess up this place so 
they could not clean it up.” The ten- 
tative psychiatric diagnosis on admis- 
sion was involutional psychotic reaction, 
but syphilis of the CNS to be ruled out. 
Shock treatment was suggested if there 
would be no contra-indication. Laboratory 
examinations, blood serology and electro- 
cardiogram were requested. 

A psychological testing was done on 
April 30, 1954 in which the short form of 
Wechsler Bellevue test revealed that pa- 
tient showed a good deal of psychomotor 
retardation and the intellectual function- 
ing was average. In the projective testing 
(Rorschach, Drawings) the patient’s re- 
sponses were “very sparse and showed a 
lack of drive, energy and motivation. 
There was also evidence of blocking and 
depression. He is so preoccupied with him- 
self that there is little external contact be- 
ing made.” 

The laboratory examinations revealed 
the following: the first 3 urine analyses 


; 
| 
t 
5 
AF 
i} 
i; 
a} 
ui 
y 
+4 
re 
1 
f 
= 
4 
: 
‘ 
‘ 


204 DELAWARE StTatTeE MepicaL JOURNAL 


revealed specific gravity 1020-1221. Blood 
count on April 29, 1954 revealed 4.61 RBC; 
the hemoglobin was 93; the WBC was 9600 
and the differential count was within nor- 
mal limits. On the same date, the blood 
Wassermann and Kahn reactions were 
negative. The icterus index on May 11, 
1954 was 5. and blood cephalin was nega- 
tive on the same day. X-rays of chest and 
skull were normal. The electrocardiogram 
from May 12, 1954 revealed: “AV rate of 
107; normal sinus rhythm. P waves are up- 
right in all three leads. PR interval is .16; 
GRS interval is .08; ST interval is .24. T 
waves are upright in leads I, II and III. 
Deep wave in CR 1; high R waves in CR 
6. The conclusion: Sino-auricular tachy- 
cardia. The tracing is probably normal.” 


During the month of May, 1954 patient’s 
mental picture did not change. He contin- 
ued to be depressed, was seclusive, but ECT 
was postponed because the requested tests 
were not yet completed. On the evening of 
May 26, 1954 patient complained of pains 
in the left leg. Examination on May 27, 
1954 revealed that the left leg from the 
unkle up to the thigh was considerable 
swollen, the skin shiney and hot. The im- 
pression was of thrombophlebitis, and pa- 
tient was placed on penicillin, 300,000 units 
twice daily intramuscularly. It was noted 
that patient was less depressed than on ad- 
mission. Prothrombin time on May 28, 
1954 revealed 13 sec. with the contro! also 
in 13 sec. In the following days under the 
penicillin treatment, patient’s leg condi- 
tion improved, however, he developed urin- 
ary and anal incontinency. On June 10, 
1954 when the leg condition improved 
enough, a spinal tap was done which re- 
vealed 1 cell; the protein was 52 and the 
Wassermann reaction was strongly posi- 
tive. The gold curve revealed 3322110000. 
On that day patient’s penicillin was raised 
to 600,000 units b.i.d. From May 27 until 
June 16, 1954 inclusive, patient received 
12,000,000 units of penicillin. On June 17, 
1954, the day after the discontinuation of 
the penicillin treatment, patient’s spinal 
fluid revealed that the Wassermann was 
still strongly positive, and the gold curve 
was 3221000000. A urological consulta- 
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tion pointed to the central origin of pa- 
tient’s incontinency. 

On June 18, 1954 patient was presented 
to the staff and the diagnosis of chronic 
brain syndrome, associated central nerv- 
ous system syphilis (meningoencephalitic 
type) with psychotic reaction was made. 
On July 8, 1954 patient was examined by 
the neurological consultant who found: 
“mild hypertensive arteriosclerotic 
changes in the eyegrounds, the right pupil 
dilated and react sluggishly to light. Tre- 
mors of the outstretched hands, slight 
weakness of both lower limbs on active mo- 
tion but gait is normal. Generally overac- 
tive, deep tendon reflexes with a left Ba- 
binski sign. The neurologist confirmed 
the diagnosis. 

At present day (July 15, 1954) patient’s 
mental picture is improved to the extent, 
that he expresses no guilt feelings, or 
grandiose, nor paranoid ideas. He is rath- 
er cheerful at times, his memory is fair. 
However, he is still somewhat seclusive 
and still shows lack of drive. 

SUMMARY AND COMMENTS 

A case of general paresis is presented 
in which the patient showed initially a 
psychiatric picture of deep depression with 
some grandiose and paranoid ideation and 
some neurologic signs. While patient had 
an intercurrent disease, thromobophlebitis 
of the left leg, he developed urinary and 
anal incontinency. Although patient had 
a negative Blood Wassermann and Kahn 
reactions, his spinal serology showed posi- 
tive Wassermann reaction and a mid-zone 
colloidal curve. 

The important advancements in the 
diagnosis and treatments of syphilis, to- 
gether with improved public health ser- 
vice, make it rare to see nowadays a case 
of general paresis. Because of this rarity 
of syphilis of CNS it is important that the 
slightest neurological signs, which might 
be masked by a psychotic syndrome should 
be followed up with complete serological 


testing and neurological examinations. 
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PSYCHOSIS FOLLOWING BROMIDE 
INTOXICATION 
H. MUSZYNSKA* 
Farnhurst, Del. 

The recent literature reveals that the 
number of admissions of patients with 
bromide intoxication to mental hospitals 
has increased over the past years and at- 
tributes this fact to the greater restrictions 
in the dispensing of barbiturates.’ 

The patient to be discussed was transfer- 
red November 6, 1952 to Delaware State 
Hospital from a general hospital where he 
had been admitted for possible pneumonia. 
The report from this hospital stated that 
patient had been confused and hallucinat- 
ing since his admission. A tentative diag- 
nosis of myocarditis and pneumonitis was 
made but the x-ray report of the lungs 
stated only that there was a mild density 
in the lower lobes, which may have been 
partially in the soft tissues and partially 
due to artifacts. It stated further that a 
mild, inflammatory process could not be 
ruled out for sure. The report from the 
hospital stated further that patient’s phy- 
sical condition improved after administra- 
tion of oxygen and other medications, but 
that the mental condition failed to improve. 
Therefore, he was commited to Delaware 
State Hospital. 

Physical examination on admission re- 
vealed a well-developed but only poorly 
nourished, white male, somewhat dehy- 
drated, with a blood pressure of 96/50 and 
a systolic and diastolic murmur. Patient 
was weak, unable to walk and complained 
of severe headaches. He had a coarse tre- 
mor of the upper extremities and a positive 
Romberg. There were no other essential, 
pathological, physical findings. No acne 
was present. The deep tendon reflexes in 
all extremities were symmetric and within 
physiological limits, as were the abdominal 
and cremasteric reflexes. No Babinski 
sign was present. The eye grounds failed 
to reveal essential pathology. The urine 
was negative. The blood count showed 
4,200,000, RBC; 85% Hgb.; 6,000 WBC, 
with a normal differential. The blood urea 
was 16 mg. % and a fasting blood sugar 
107 mg. %. X-rays of the chest and skull 
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were negative, as was the blood Wasser- 
mann. The spinal fluid showed 2 cells, 
a negative Wassermann and a flat gold 
curve. A bromide level showed it was 320 
mg. %. 

The mental examination on this patient 
revealed a pale, undernourished patient, 
unable to walk, disorientated for time, 
place and person, who expressed auditory 
and some visual hallucinations. He heard 
and saw members of his family around; 
he had numerous delusions, the ones that 
somebody was going to kill him; others 
that the trailer in which he lived had burn- 
ed down and also that he had stomach ul- 
cers which were going to turn into cancer. 
Patient was unable to form logical concepts 
and his answers to questions were mostly 
inappropriate. There was a considerable 
flight of ideas and he showed some de- 
pression, or rather preoccupation, about 
his impending death. He was not antag- 
onistic or hostile and tried to cooperate 
with the hospital staff to the best of his 
ability. 

A psychological and psychometric test 
(Wechsler-Bellevue, Rorschach, and TAT) 
showed a low, central I. Q. of 83, with 
the highest score 125; high average in 
reality and a tense and insecure individual 
who could function fairly well in not too 
stressful conditions but tended to avoid 
situations which taxed his emotions too 
much, because he feared not to be able to 
handle them. 

Patient is the youngest of three children. 
He had little schooling and could scarcely 
read and write. He had had numerous odd 
jobs but his vocational progress was im- 
paired by heavy drinking. Patient is 
single. There is a history of having been 
engaged to a girl long ago but she had left 
him because he would not stop drinking. 
5-6 months before his admission, he work- 
ed as a gardener in an institution and liked 
his job. He stopped drinking, fearing he 
would lose this job again. To control a 
feeling of discomfort and vague gastric 
pains, he started to take Nervine which 
contains about 600 mg. of different bro- 
mides in 4 cc. He took about 6-8 teaspoons- 
ful of this medicine daily. Later he de- 
creased the Nervine and started to take 
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Bromo-Seltzer, which contains 320 mg. 
sodium bromide and 160 mg. acetanilid per 
teaspoonful. He took about two teaspoons- 
ful, q.i.d. 

Patient was put on salt-glucose tablets 
and on high doses of vitamins. The bro- 
mide level decreased gradually from 320 
mg. % on 11/7/52 to 160 mg. % on 
12/2/52, and 20 mg. % on 2/12/53. 

His physical and mental condition im- 
proved more or less proportionally with the 
decrease of the bromide level in the blood. 
With 210 mg. %, he could already walk 
with some support buf was still delusional. 
With 180 mg. % he realized that his trailer 
was not burned, and with 160 mg., he real- 
ized that he had been sick and “out of his 
mind.” He attended group therapy ses- 
sions for alcoholics, worked in the ground 
crew, and was discharged January 24, 
1953. His diagnosis was acute brain syn- 
drome, associated with drug intoxication 
(bromides). 

COMMENT 

Reynolds and Ware* describe several 
cases of intoxication due to Bromo-Seltzer, 
where the symptoms, mostly persistent 
cyanosis, are due not to the bromides in the 
Bromo-Seltzer but rather to the acetanilid, 
which does not form, as believed previous- 
ly, methemoglobin in the blood, but sulf- 
hemoglobin. It is not impossible that the 
condition in patient which was diagnosed 
as myocarditis and pneumonitis may have 
been due to acetanilid intoxication. 

Levin® describes in his paper, four types 
of bromide poisoning. The two first, 
more common, are (1) simple bromide in- 
toxication with dullness and sluggishness 
but with unimpaired orientation and no de- 
lusions or hallucinations; (2) the delirious 
type with severely impaired orientation ir 
all three spheres, fears, restlessness, im- 
pairment of the thinking process and de- 
lusions and hallucinations. He describes 
further two less common types, (3) bro- 
mide hallucinosis and (4) bromide schizo- 
phrenia. The orientation is unimpaired 
and hallucinations occur in both. In bro- 
mide hallucinosis they are, however, rather 
threatening to somebody else and the af- 
flicted patient experiences them only as a 
horrified spectator. In bromide schizo- 
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phrenia, the hallucinations are more per- 
sonal and threatening to the individual. 
This type is difficult to distinguish from 
a schizophrenic reaction, except that it 
starts only with a certain bromide level 
and recedes when the level decreases. Ac- 
cording to this classification, the patient 
here presented would have suffered from 
Type 2. Though his premorbid personality 
has not shown a too good adjustment (he 
was single, drinking, and had a poor work 
record), it does not seem that it had a 
special influence on his symptoms, since 
they were of a type described rather fre- 
quently. 
SUMMARY 

The case of a 41-year-old man is pre- 
sented who showed psychotic symptoms af- 
ter consumption of large amounts of Ner- 
vine and Bromo-Seltzer for several months, 
after he had given up alcohol. The possi- 
bility that an acute disease, one week be- 
fore his admission to Delaware State Hos- 
pital, which was diagnosed as myocarditis, 
could have been due to the acetanilid con- 
tained in Bromo-Seltzer is discussed. The 
danger that drug addicts may switch to 
easily available bromides when barbitu- 
rates become more difficult to obtain, is 
pointed out. 
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NON-CONVULSIVE SHOCK THERAPY 
With The Reiter Electro Stimulator 
C. P. TURNER, M. D.,* 
Farnhurst, Del. 

This is a report of six patients who re- 
ceived electric shock treatment with the 
Reiter Electro Stimulator for varying per- 
iods of time. Many papers have been writ- 
ten describing the results of experience 
with this Stimulator and other forms cf 
non-convulsive therapy. It is the purpose 
of this paper to discuss some experiences 
at Delaware State Hospital with this form 
of treatment. 

Case 1. This patient came to the hospital 
with a diagnosis of psycho-neurosis, obses- 
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sive compulsive type. She received 20 
treatments with the Reiter Electro Stimu- 
lator. Following these treatments, the pa- 
tient improved and was able to return to 
her home. 

Case 2. This was a patient with a diag- 
nosis of chronic brain syndrome due to 
cerebral arteriosclerosis. She received 20 
treatments with the Reiter Electro Stimu- 
lator and improved and went home. 

Case 3. This was a patient with a diag- 
nosis of involutional psychotic reaction, 
paranoid type. She received 20 treatments 
and showed only very slight improvement. 
This improvement lasted only a few days, 
however, and the treatment was consider- 
ed a failure. 

Case 4. This was a patient with a diag- 
nosis of manic depressive psychosis, de- 
pressed type. This patient, on previous 
hospitalizations, had received regular con- 
vulsive shock therapy and had improved 
enough to return home. She was given 22 
treatments of the non-convulsive type with 
the Reiter machine. She showed no im- 
provement. Following those treatments 
she was given regular convulsive shock 
treatment. She then showed improvement. 

Case 5. This was a patient with a diag- 
nosis of schizophrenia, catatonic type. 
This patient had previously received reg- 
ular convulsive treatment and had im- 
proved. She was given 1 treatment with 
the Reiter Electro Stimulator of the non- 
convulsive type. She became more bewil- 
dered and catatonic than she had been pre- 
viously and treatment was discontinued. 

Case 6. This was a patient with a diag- 
nosis of paranoid condition. She received 
3 treatments of the non-convulsive type 
and showed no improvement. Later, she 
was given treatments of the regular con- 
vulsive type and improved enough to be 
returned to her home. 

We see here out of six patients two who 
improved and were able to return home, 
which is a total of one-third of the patients 
who improved. Two patients who received 
treatment and who showed no improve- 
ment were subsequently given regular con- 
vulsive shock therapy and showed marked 
improvement. One patient receiving only 
non-convulsive treatment showed very 
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slight improvement and immediately slip- 
ped back. The last patient became worse. 


Our experience with the non-convulsive 
therapy has been rather discouraging. We 
find that there are some instances in which 
convulsive forms of shock therapy are im- 
practical. These cases include those with 
abnormalities of the spinal column and 
also those who are very elderly or debilit- 
ated. In those cases we still find that the 
non-convulsive form of therapy is worth 
trying. Because of the better results ob- 
tained with the convulsive form of therapy, 
however, as well as the ease with which 
the regular therapy can be given, in most 
instances we find that it is better and more 
convenient to use the regular convulsive 
form of therapy. One disadvantage in us- 
ing the non-convulsive form of therapy is 
that it requires more personnel and time, 
since the patients must be anesthesised 
with Pentothal. 


CASE TABLE I RESULT 


Improved 
Improved 
No change 
No change* 
No change* 
Got worse 
*These patients were later given regular convul- 
sive therapy and improved. 


TABLE Il 
Improved 33% 
No Change 50% 
Got Worse 17% 
CONCLUSION 


Our experiences indicate that the use 
of non-convulsive electric therapy is dis- 
appointing compared with regular electro- 
shock therapy which seems to be more 
practical in technique and more effective 
with regard to outcome. 


ON REGRESSION 
N. LEVIN, M. D.,* 
Farnhurst, Del. 


The word regression, as a psychiatric 
term, connotes going back to early think- 
ing processes that perhaps are long for- 
gotten by the people concerned. At times 


*Resident in Psychiatry, Delaware State Hospital. 
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these processes originally date so far back 
that these manifestations seem thorough- 
ly new, or peculiar, to others and even 
strange to the very person manifesting 
them. Regression may take many forms, 
usually childhood experiences previously 
deeply impressed in the young mind, old 
habits or gestures that have been reas- 
suring during threatening moments in 
the past, or, they may be a reactment of 
a reaction to a traumatic episode which 
has been pushed back in the subconscious 
and repressed. To regard regression, 
however, as a deteriorating or deteriorated 
process is not only erroneous but itself 
increases the stress on the person suffer- 
ing because more efforts are required of 
him to overcome what is regarded as a 
state of deterioration adding insult to in- 
jury, as it were. Yet, we find this a very 
popular conception among therapists. 


Clinically, signs of regression are usual- 
ly observed in cases of withdrawal such as 
seen in schizophrenia. We also see them 
in involutional cases. For this reason 
the impression of deterioration and hope- 
lessness was suggested in the manner of 
old people being unable to become young 
again to do the things they wanted to 
do in life. Perhaps this very fact ought 
to make us wonder whether efforts of 
the so-called senile cases not to be treated 
as handicapped by age get them to act 
like little children and set up such a pat- 
tern of conduct and behavior. This shows 
very clearly in one way how culture affects 
individuals and how individuals think and 
act in the effort to get along in the envi- 
ronment. We are all familiar with the 
more tolerant and condescending attitude 
of people towards elderly individuals simi- 
lar to that found in our attitude toward 
children and helpless animals in general. 
While the latter group unknowingly live 
through this period, elderly people can 
utilize the opportunity to turn the tide 
of being taken casually, and, for granted 
by actually getting themselves looked 
after when they manifest what is called 
signs of regression. There is no question 
that age limits individual capacities to 
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certain points but there is no basis that 
this should be a handicap as it is presently 
conceived and still accepted. Current 
studies on geriatrics disprove crippling 
by age per se, and, those that are, have 
chronic diseases which otherwise could 
have been attended to prior to advanced 
age. More and more we come across 
people in their eighties, and above, who 
are well integrated and profitably occu- 
pied. They provide data which disclose 
that people in the old age group experi- 
ence normal desires and impulses and 
preserve their attributes. We certainly 
defeat our purpose of prolonging life were 
we to close our eyes to the utility of same. 


Going back to regression, I would like 
to present it as a flashback of the mind 
where old scenes are reproduced and acted 
out by a person who is undergoing a need 
to do so. Such a person is working out, 
or, trying to work out a particular situa- 
tion called for at the time necessitating 
the manifested symptoms. He is forced 
to use old techniques because the present 
conditions have apparently exhausted 
other resources. It is also possible that 
the person himself is exhausted psychi- 
cally so that things have gotten out of 
control and he is pushed back to old pat- 
terns like the prodigal tracing his foot- 
steps home because he failed to find his 
way out in the world. 


By studying and, therefore, learning 
what the person is trying to say and do 
by what we call regression and by taking 
these things up with him in therapy, 
we can help in clearing up the psychologi- 
cal kinks in his mind where he is caught 
up in snags and unable to communicate 
otherwise. Since such a condition in- 
volves the most important things in life 
for this person, he will not give up work- 
ing on his dilemma even when all thera- 
pists do. This fact points to the neurotic 
personality involved but we all manifest 
varying degrees of neurosis in the neurotic 
wear and tear of everyday living. If we 
keep this in mind, we will be perhaps 
more successful in following the thinking 
processes of these patients. 
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Hope FoR THE FUTURE IN DELAWARE 
MENTAL HEALTH 


The geographical position of the state 
of Delaware is one of strategic value. As 
a “border state,”” Delaware has been asked 
to participate in the Southern Governors’ 
Conference and in the Conference of 
Northeastern States. The association of 
Delaware with these two groups of states 
at this time is of particular advantage to 
those interested in improving and expand- 
ing the resources on the state for training 
psychiatric personnel and in developing 
research in mental health. Both of these 
conferences are directing much thought 
and effort toward preventing mental dis- 


orders in persons with potential for such 
breakdown and toward discovering ways 
of more effective treatment and more 
rapid rehabilitation of already mentally 
ill persons. The states of the Southern 
Region especially have taken action which 
gives hope for greater advancement in 
this area, viz. a study of their own re- 
sources for training and research in men- 
tal health, and consideration of ways in 
which the resource of one state may be 
made available to another state lacking 
such facilities. 


Delaware has much to contribute to the 
other southern states. The resources for 
research in this state are limitless if in- 
dustry, medicine, and other groups will 
join with mental health personnel in seek- 
ing solutions to these problems. 


Since research is dependent on the avail- 
ability of well-trained personnel, the state 
of Delaware should give serious thought 
to making available to its young citizens 
the opportunity of obtaining a medical 
education at home. Just as some of the 
other scientific departments at the Uni- 
versity of Delaware have been expanded 
to provide specialized education, a school 
of medicine could be developed there. 


It is hoped that the Governor will com- 
ply with the request, which has been 
made previously, to appoint a committee 
to explore the need for a medical school 
at the State University, and if such a need 
is revealed, to seek the means through 
which the state, with the help of inter- 
ested ‘individuals, can establish such a 
school. This school would be basic to the 
training of psychiatric personnel and per- 
mit state citizens to make fuller use of 
residency programs already approved at 
institutions in Delaware. 
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CHEST X-RAY SURVEY 
L. D. PHILLIPs, M. D.,* 
Farnhurst, Del. 


In December, 1953, a mobile chest x-ray 
unit of the Delaware State-Wide Chest 
X-ray Survey visited the hospital and 
x-rayed patients and employees on 70 
mm, films. 

There were 961 patients and 219 em- 
ployees who received this service, a total 
of 1180 chest films. Patients who were 
physically or mentally unable to have a 
satisfactory film taken were not done. 

The large number of employees (214) 
who were not x-rayed at the hospital 
availed themselves of this Survey service 
in their local community in practically 
every instance. 

Following this service the films were 
read by a member of the Survey and who 
reported that there appeared to be ab- 
normal findings of 80 of the patients and 
personnel on viewing this total of 1180 
films. 

These 80 cases are listed in Table 1. 
You will note that the patients and per- 
sonnel have been separated and also the 
percentages are included. Besides the fol- 
lowing tabulation, there were reported 
four abnormal heart shadows, three of 
which were dextrocardiacs and one en- 
largement in size and shape of the shadow. 


TABLE 1 
Patients Employees 
No. Per Cent No. Per Cent 
Tuberculosis 
Moderately advanced 
Far advanced 
Caicium pleural plaque ........ 
Infiltration of bases 
Diaphragmatic hernias 
Caleified nodules 
Tumor mediastineum 
Bronchiectasis 
Intrathoracic goiter .. 
Pneumoperitoneum 
Bulbous emphysema _. 
Pericardial cyst .. 


14 
0.5 


2.8 
0.8 
0.3 

0.2 
0.5 


wo § 


71 

The abnormal findings, except the heart 
shadow report, were to be followed up on 
14x17 cm. chest films. 

This follow-up is listed on Table 2. 
Again the patients and personnel have 
been separated and the percentages in- 
cluded. 


*Chief Internist, Delaware State Hospital. 


0.46 
1.25 
0.46 


The above readings of the 14x17 cms. 
films were by the consulting roentgenolo- 
gist. 

Three of the presumable active cases 
were known prior to the Survey, as were 
the majority of the inactive cases. The 
one active case among the personnel went 
to the sanatorium for treatment. The 
remaining five had gastric washings which 
were negative for acid fast organisms. 
Serial x-ray films have shown either ret- 
rogressing or stationary lesions; in none 
of the cases has there been any progres- 
sion, 


The tuberculosis figures appear lower 
than reported from some other mental 
institutions. It is not felt that the patients 
and personnel who were not x-rayed would 
materially alter the percentages. 

These lower morbidity totals may be 
somewhat due to the fact that all patients 
on admission receive a chest x-ray film, 
while all applicants for employment re- 
ceive a physical examination including a 
chest x-ray or a fluoroscopic examination. 


The present trend toward providing 
treatment and supervision in the home 
for a relatively longer period of the tuber- 
culosis patient’s illness is creating some 
important problems. It makes close co- 
ordination among all professional per- 
sonnel involved—physicians, nurses, social 
workers, rehabilitation workers, and 
others—even more important than before. 
James E. Perkins, M. D., NTA Bulletin, 
May, 1954. 
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THE PSYCHOLOGICAL MEANING OF 
ENURESIS IN MALES 
A Working Hypothesis 


LEON DUNKEL, M. S.,* 
Farnhurst, Del. 


For the purposes of this study enuresis 
is defined as an involuntary, repeated mic- 
turition after the age of three. Enuresis 
should be distinguished from urinary in- 
continence which is considered to be di- 
rectly due to gross organic pathology.*® 
Estimates of the frequency of enuresis 
in children vary from 1% to about 25% 
of the population in pediatric out-patient 
clinics. Powell* estimates that 15% of 
all children are enuretic. 

Enuresis is regarded by many as an in- 
dicator of emotional disturbance.'-?** As 
with any other neurotic symptom it is 
extremely difficult to assign a _ specific 
meaning to the symptom. The same 
symptom may have a multiplicity of causes. 
Studies with children and adults’? have 
pointed consistently, however, to the 
fact that the parent-child relationship is 
of the utmost importance in the devel- 
opment of enuresis. It is the author’s 
thesis that enuresis in males is determined 
by two major factors. On the one hand, 
enuresis is a symbolic expression, at a 
behavioral level, of hostility experienced 
at an unconscious level toward the mother, 
when such hostility is not permitted con- 
scious expression. Enuresis also repre- 
sents a reassurance against castration 
fears, also at an unconscious level. 

ihe following discussion is based on 
an analysis of 7 cases of enuresis in males 
ranging in age from 6 to 14. The cases 
we.e seen at the Delaware State Mental 
Hygiene Clinic during the six month 
period ending in May, 1954. The Clinic 
examination consisted of a psychological 
evaluation, a psychiatric evaluation and a 
social service investigation. The psycho- 
lo,,ical evaluation consisted of an intelli- 
gence test, Rorschach Test, Human Figure 
Drawings, and, in two cases, the TAT. 
Because of the limited nature of the sam- 
ple, the results are presented as tentative. 
‘4uc possibility of other factors underlying 


~~ “Psychologist, Mental Hygiene Clinic, Delaware State 
Hospital. 
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enuresis cannot be ruled out at this time. 
The specific modifications necessary to 
explain enuretic behavior in females has 
not as yet been worked out. 

In terms of personality configurations 
each of the 7 enuretic males was described 
by the psychologist as passive and over- 
dependent, with difficulty in expressing 
hostility or aggressive feelings overtly, 
particularly as related to the female. In 
each case the female, (mother figure) was 
perceived as essentially threatening, and 
identification was with a weak, ineffectual 
father figure. 


Case history and clinical material round 
out the picture of inter-family dynamics. 
The mother was the dominant member of 
the family and the patient’s relationship 
with his mother was characterized by ex- 
cessive overdependence and passivity. This 
passivity tended to generalize to all the 
patient’s relations with authority figures. 

The psychological dynamics leading to 
enuresis may be theorized as follows. Hos- 
tility is experienced toward the mother 
because of her aggressive, domineering 
over-protectiveness. Because of the 
child’s unconscious perception of the 
mother as threatening, and the fear this 
engenders, this hostility cannot be ex- 
pressed at a conscious level. The child 
is therefore passive in his relationship 
with his mother. He has not made a 
strong male identification because of the 
weak ineffectual father and therefore has 
none of the “masculine” aggressive re- 
leases available. The child’s security as 
an individual and his supply of comfort 
and nourishment is threatened if he ex- 
presses the hostility he feels. “If I tell 
Mommy I hate her, she won't love me 
anymore; she won't take care of me any- 
more.” Carrying the analysis one step 
further, if this hostility is expressed di- 
rectly the child feels that retaliatory ac- 
tion will be taken by the mother. At the 
unconscious level this retaliatory action 
is castration. Enuresis thus may be viewed 
as a reassurance that this castration has 
not taken place. 

Perhaps the most common apparent con- 
tradition to this theoretical explanation is 
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the child who develops enuresis seeming- 
ly as a result of an operation or some 
other traumatic event. It is the author’s 
contention that in such cases the psycho- 
logical conditions described above exist in 
the home but are not intense enough to 
produce enuresis. The traumatic event 
is necessary to trigger the symptom. 
Enuresis will begin in such cases if the 
child interprets the traumatic event as 
essentially castrating in nature. 
Enuresis viewed in this way has a two- 
fold meaning. On the one hand it is an 
expression of hostility toward the mother. 
It also represents an unconscious reas- 


surance against castration. 
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SOME REACTIONS 
Of Emotionally Disturbed Children 
To Academic Retardation 


RUTH V. HIGBEE, Ph.D.,* 
Delaware City, Del. 


The children who are in residence at 
the Governor Bacon Health Center be- 
cause of emotional difficulties tend on the 
whole to be retarded in their school learn- 
ing and to be working below the intellec- 
tual level indicated by the WISC or other 
standard measure of general intelligence. 
The median IQ of our population is in the 
low average category, but at least 35 per 
cent of the children are average or better 
in 1Q. Computation of the Jastak altitude,' 
other analyses of WISC performance, in- 
terpretation of Rorschach protocols, and 
general behavioral clues often suggest that 
potentially many of these children can 
perform at an even higher level. Their 
social and emotional deprivations are prob- 


Chief Psychologist, Governor Bacon Health 
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ably reflected in their present level of 
general functioning, and they affect even 
more greatly their academic accomplish- 
ments. The children are not unaffected 
by this retardation; for many of them, it 
is a self-percept which further lowers their 
sense of self-worth and adequacy and 
which further contributes to any guilt 
feelings which they already have about 
past misdemeanors and other failures to 
cope with their life situation. The present 
writer, in her experiences as psychologist 
at Governor Bacon Health Center has been 
impressed by (a) the extent to which 
many of these children are deeply con- 
cerned with their apparent learning dif- 
ficulties, and (b) the degree to which this 
worry is revealed by or reflected in the 
routine testing of school achievement. 
The first point is perhaps illustrated by 
a brief account of a child with whom the 
writer has had a therapeutic relationship 
in which such worries have been exten- 
sively aired.* Martin came to the Center at 
the age of seven with a record for wander- 
ing late at night, ransacking cars, and 
breaking and entering. He is the second 
oldest of seven siblings and half siblings; 
his father had deserted the family some 
time earlier, and his mother was finding 
it difficult, even with financial aid from 
the community, to maintain an adequate 
home. Psychological testing indicated 
Martin’s general intelligence to be at least 
average, but school achievement virtually 
non-existent. Nor was much learning ac- 
complished during Martin’s first winter 
here. On admission he seemed to be poorly 
related to adult authority and at times 
he became extremely defiant. He kicked. 
screamed and had prolonged temper tan- 
trums. He was beset by bad dreams and 
even night terrors. Psychiatric evaluation 
suggested that he was harrassed by many 
fantasies and fears centering around 
Oedipal conflicts. This was confirmed by 
his behavior during therapy. These con- 
flicts cannot be discussed at length in the 
present paper, but one aspect of the situa- 
tion seems to be that he has felt a deep 
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sense of responsibility for the welfare of 
his mother and young siblings and has 
attempted in irrational and inadequate 
ways to be adult and to live up to his re- 
sponsibilities. In the face of his inability 
to alleviate the home situation, he col- 
lapsed and regressed to primitive tantrums 
and other infantile behavior. During resi- 
dence at the Center the general milieu 
effected some gradual improvement in 
Martin’s adjustment. When he began to 
be seen in individual therapy about a year 
ago he made initially rapid strides in 
working through some of these problems 
and in examining and overcoming some of 
his fears. In a short time there were 
further noticeable changes in his everyday 
behavior. This surface adjustment has 
continued, and there has been further 
deeper but less dramatic progress, which 
is not so directly reflected in his cottage 
and school behavior. During his months in 
therapy, however, there have been two 
serious setbacks, two periods in which he 
reverted to the disturbed, uncontrolled, 
infantile behavior patterns which he 
showed on admission. One of these fol- 
lowed a Thanksgiving visit home in which 
he discovered his family living in a very 
inadequate apartment, with no heat or 
light, and with broken windows stuffed 
with newspaper in an unsuccessful at- 
tempt to keep out the bitter November 
wind and snow. His mother and the two 
youngest babies were ill. The other period 
was an earlier one in which he started 
back to school in September. 


Martin is a child who is able to express 
his feelings verbally as well as indirectly 
through play activity, and it has been 
very clear that the two incidents were 
not unrelated. Both collapses were precipi- 
tated by his very deep sense of failure 
and inadequacy. In the first case he was 
overwhelmed by his family’s plight. Night 
terrors returned, and he “went to pieces” 
frequently in the daytime. He tore off his 
jacket and even his shirt and pants and 
tried to run outdoors in his underwear. 
If placed in seclusion he tried desperately 
to share his mother’s discomfort by at- 
tempting frantically to turn off the radia- 
tor and to claw holes in the wall. At one 
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point he tried to run away to join his 
family, and he dictated the following note 
to each of several staff members at the 
Center in an endeavor to explain to them 
his erratic behavior and his desperate 
need to help provide warmer and more 
adequate quarters for his family: 


“I’m running away and going out the gates, 
going to Delaware City. After I get done with 
Delaware City I'll go to a little cabin and 
first I'll have to get some matches and light 
a fire and go get some wood and light the 
fire brighter and then I’ll come back to the 
Center and hide.” 


The earlier relapse was equally a time 
of extreme disturbance in behavior for 
Martin, marked mostly by an _ inability 
to tolerate school, by an increase in his 
expressed fears of devils, ghosts, and other 
threatening figures, and by frequent 
tantrums. It was difficult for this young- 
ster to accept the confinements of a 
structured classroom after experiencing 
the greater freedom of the summer pro- 
gram at the Center. It seemed to be not 
these pressures however, which bothered 
Martin so severely; it was rather his sud- 
den, acute realization that he was spend- 
ing his time literally in the same class- 
room as he had the year before, that, al- 
though his arithmetic was fair, he could 
barely print his own name, and that he 
was nowhere nearly ready for the third 
grade work which he felt that he must 
accomplish. It was a stormy time for him 
until he was finally able to reconcile him- 
self partially to his retardation and to 
try to begin his learning at the level of 
which he was then capable. Again he 
seems to have felt an overwhelming obli- 
gation to play an adult role in his family 
and an acute sense of his inability to do 
so, which almost prevented him from 
functioning effectively at any level. 
Another way in which these children’s 
underlying concern over their school 
progress manifests itself is during the 
psychological examination of the young- 
sters.* In general, the task of psychologi- 


*All children at the Center are tested by the psychologist 
from time to Tests used routinely are individual 
intelligence tests, school achievement tests, and various 
projective techniques appropriate for children. They also 
include on occasion special techniques such as those for 
exploring the possibility of organic damage in —— 


opportunity for informal interviews, free and controlled 
apd: as well as observations of the child’s actual behavior 

the classroom, on the playground, and in the cot- 
Soe and we find that such information can be very 
valuable as an adjunct to formal testing. 
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cal evaluation in a residential treatment 
center is a somewhat different matter 
from that in an out-patient setting, and 
in general, the task is somewhat easier. 
There is the advantage of having first- 
hand informal observations against which 
to check the more objective and formally 
derived test quotients. It is also possi- 
ble to choose a time when the child seems 
not too upset emotionally to apply his 
best efforts, to set the pace of the test- 
ing to the child’s needs, and even to cancel 
and reschedule appointments if this seems 
advisable. A further interesting aspect 
of testing in such a setting is the fact 
that the psychologist is inevitably in the 
child’s eyes an integral part of a larger 
setting in which the youngster is living 
his daily life, and this means that the 
child brings some of his attitudes toward 
the milieu into the testing situation, 
On the whole this imbedding of the test 
situation in the total treatment setting 
is an aid to testing. The children, by 
and large, have comfortable, positive feel- 
ing toward their environment which they 
perceive as sympathetic, permissive, and 
non-threatening, and it is indeed this 
very atsmosphere which the examiner 
wishes to establish in the test situation. 
Occasionally however, this relaxed feel- 
ing would seem to lead to difficulties in 
eliciting the child’s full cooperation and 
effort; this is particularly true in the ad- 
ministration of seemingly routine profi- 
ciency tests such as the Wide Range 
Achievement test (WRAT)°, which ex- 
plores the three basic school subjects of 
reading (word recognition), spelling, and 
arithmetic. This test is routinely given 
at the time of admission”, and at regular 
intervals during the child’s subsequent 
stay at the Center. It is easy to adminis- 
ter and score, and it is useful in under- 
standing the child’s total adjustment as 
well as of specific value in deciding school 
placement at the Center or in the com- 
munity after discharge. It is a test, how- 
ever, which seems to be emotionally 


oJastak, Joseph: Wide Range Achievement Test, Wilming.- 
ton: Chas. L. Story Company, 1946. 

*Many of the children have recently been tested at Mental 
Hygiene Clinic or in the school system. If so, results are 
available and testing is not duplicated. 
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charged for many of our children, perhaps 
because of the very fact that it is a com- 
pletely straightforward and undisguised 
challenge to them. 


Some few children refuse flatly to un- 
dertake the test at all, or only extensive 
persuasion, reassurance, and encourage- 
ment induces them to do so. Some invent 
elaborate reasons for postponing the ses- 
sion. Others begin the test but soon be- 
come obviously agitated when they reach 
unknown words or baffling problems and 
may need to leave the room for a while 
and come back. With a little help, many 
of them verbalize their discouragement 
and embarrassment very freely. Still 
others try in very transparent ways to dis- 
guise or deny their retardation by magni- 
fying it to an absurd degree so that their 
actual level of achievement will be ob- 
secured. Allen is a bright 13 year old who 
is an accomplished reader, but somewhat 
retarded in spelling and poor in funda- 
mentals of arithmetic. On the test he 
read without hesitation, but began to mis- 
spell words deliberately, and when he 
came to arithmetic he soon began very 
openly and deliberately to falsify his 
answers. Frank, another 13 year old of 
normal intelligence, who is performing on 
an inferior level in all three areas, was 
relatively cooperative in arithmetic (his 
best subject), but balky on other parts of 
the test. Several times he stated despon- 
dently, “You may think I know it, but 
you can’t prove it.” He even read the 
worus “cat, milk, red, tree... . city” as 
“dog, water, green, bush .. . country.” 
He also misspelled his own name and filled 
in his age as 3 and his grade as 1. In 
his case it was of course easy for the 
examiner to detect his “malingering” and 
to discuss it with him before proceeding 
to obtain a more valid estimate of his 
present proficiency. In other cases, chil- 
dren’s failures to put forth effort are less 
conspicuous, but the examiner must be 
alert for more subtle signs and must be 
able to reassure and reconvince the child 
that he is accepted as he is, that there 
are still opportunities for him to progress, 
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and so on, before the child is able to reveal 
his actual level of achievement. 


It is the writer’s impression that such 
difficulty in obtaining valid performances 
in achievement areas is most frequently 
encountered with children for whom there 
is a marked discrepancy between general 
ability and actual school progress. That 
is, it exists with children who are notice- 
ably retarded academically but who are 
average or better than average in general 
intelligence and are therefore perceptive 
enough to realize all too clearly their in- 
ferior academic status. Furthermore, it 
would seem that it is children who have 
been in residence for some time who re- 
veal most strikingly their agitation and 
concern. Newly admitted youngsters, 
with a minimum of effort on the exami- 
ner’s part, seem to conform to the de- 
mands of the testing situation and to give 
a straightforward performance, albeit un- 
happily in some cases. Older residents, 
however, may be already acquainted with 
the examiner as a participant in their 
daily lives or may simply regard the 
psychologist as part of a total setting, a 
setting in which they have come to feel 
at least partially comfortable. The result 
is that while some of these children may 
thereby feel relaxed enough to take the 
test in a matter-of-fact way, others re- 
act by feeling free to reveal not their 
actual accomplishments but their dissatis- 
faction with themselves and this they act 
out in some of the ways described above. 
They therefore require rather special ef- 
fort on the part of the examiner, a fact 
which makes even the administration of 
routine tests a difficult but interesting 
experience for the psychologist in a resi- 
dential treatment center. 


FAMILY CARE 


HELENA W. ODIOKNE, M. A.,* 
Farnhurst, Del. 


Mary A. was 17 when she was com- 
mitted to a State Hospital for treatment 
of a schizophrenic reaction with predomi- 
nating hebephrenic features. At first she 
showed apparently good response to treat- 


*Chief Psychiatric Social Worker, Delaware State Hos- 
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ment, but the improvement proved to be 
superficial and eventually most of the 
somatic treatments were used. The initial 
insulin treatment was followed by electro- 
shock, and later a prefrontal lobotomy was 
done. 

It was realized early that planning for 
her to leave the hospital would present 
some special difficulties. Both parents 
were dead, an older sister was married 
and living several hundred miles away, 
both brothers were in the Army at the 
time of Mary’s admission, although the 
older was soon discharged and started 
his professional training at a near-by 
university. It was not felt that a foster 
placement through one of the children’s 
agencies would be satisfactory. Mary’s 
guardian, together with a brother, found 
a home for her with friends of the parents 
and a trial visit was arranged after the 
re-training period subsequent to the lobot- 
omy. This home had some limitations and 
Mary’s poor adjustment there was sup- 
ported by the interference of the brother 
who was extremely protective of her. 
When she returned to the hospital the 
staff was particularly concerned about her 
attitude of “coming back home” and her 
wish to remain at the hospital indefinitely. 


During this period the State Legisla- 
ture, at the request of the Division of 
Mental Hygiene, had approved organiza- 
tion of a Family Care Program and funds 
had been allocated for this purpose. Some 
patients were already placed, but none 
of the homes then in use was found suita- 
ble for Mary, and several others were 
studied. The one that was selected by 
the Social Service Department was a farm 
home near a small college town; the foster 
family was acquainted with another state 
hospital through previous employment 
there; in the home was another girl of 
Mary’s age who also had her high school 
work interrupted, because of neurological 
difficulties, the high school in the district 
was a good one, and it was felt that the 
town offered social resources for both girls. 
The essential difference between the earli- 
er trial visit and this placement was that 
this home had been selected by the hos- 
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pital and both the home and the patient 
would be closely supervised by the hos- 
pital. The placement was discussed fully 
with her brother, plans were made for his 
visits to his sister and he was encouraged 
to bring any criticism to the social worker, 
instead of to the foster family directly. 


Mary went to the Family Care home 
during the summer and was well adjusted 
there before school time. In September 
both girls returned to high school to com- 
plete their last two years. She also 
became acquainted with some of the col- 
lege students, her own family visited from 
time to time and, during holiday times, 
she visited their homes; the hospital 
social worker visited frequently and she 
was seen less frequently by a psychiatrist 
at the hospital. Three years later she was 
no longer under hospital supervision, but 
did see the social worker from time to 
time at her own request. Not only had 
she finished high school, but she had com- 
pleted one year at the state University 
and was planning to return there, and had 
summer employment. There has been no 
recurrence of her illness. 


Family Care is the placement of pa- 
tients with families other than their own 
for continued care and treatment. This 
may be because the patient has no near 
relatives, or because the homes of near 
relatives are not suitable for the needs 
of the patient. In general, this placement 
is used for two types of patients: (1) 
those who may be chronically ill but who 
have adjusted at a comfortable level, and 
who will be happier in a family home 
-yather than in an institution; and (2) 
those patients who need a period of con- 
valescent care before returning to their 
places in the community. Family Care 
placement may be used to bridge the gap 
between the Hospital and the home envi- 
ronment, or it may take the place of the 
home environment which is no longer 
available. It is individual placement with 
an individual family and is not to be 
confused with placement of a patient with 
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a group in a different institution or nurs- 
ing home. 


The Group for the Advancement of 
Psychiatry (G. A. P.) states: “The re- 
sponsibility for selection of patients and 
their medical supervision while under such 
care belongs entirely to the psychiatrist. 
The responsibility for finding a suitable 
home, for interpreting the patient and 
his needs to the foster family, for main- 
taining proper standards of care, and for 
helping the patient in his social readjust- 
ment, is primarily a function of the Social 
Worker. There is no other professional 
group qualified by training and experience 
to assume this responsibility.” 


Historically, Family Care originated in 
Gheel, Belgium, the site of the death of 
Dymphna, Irish princess and patron saint 
of the mentally ill. Many ill persons visited 
the town and, as there was no hospital 
there, were cared for in private homes. 
In 1852 Belgium recognized that a prac- 
tical plan for the care of certain types 
of mental illness had developed and the 
program became part of the country’s 
mental health planning. Scotland adopted 
the plan in 1857, and France, Germany 
and Switzerland soon followed. Our first 
state to establish the program was Massa- 
chusetts in 1885, New York and Maryland 
were next in 1935, and now many other 
states are using the plan. 


The most important objective of Fam- 
ily Care is, of course, patient therapy. 
However, in places where the program 
is in operation there are interesting and 
stimulating community reactions. The 
community is drawn closer to the hospital, 
misconceptions about “insanity’’ are dis- 
pelled, and a healthier attitude toward 
mental illness and maladjustment has re- 
sulted. 


Practically there are other advantages, 
too. Placement of a patient in a Family 
Care home releases a bed for an acutely 
ill patient in the hospital; placement of 
a number of patients may slow down the 
need for capital expenditures; the cost of 
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this type of care is less than the cost of 


care in the hospital. 
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THE REJECTED CHILD 
The Social Worker's Approach 
To The Problem 
RUTH C. THATCHER, M. S. W.,* 
Farnhurst, Del. 

The rejected child is usually pictured as 
a forlorn, unhappy, unwanted youngster, 
whose parents have abandoned or serious- 
ly neglected him. There are such chil- 
dren and the state has provided for their 
care by the Department of Public Welfare. 
This Agency secures the best possible sub- 
stitute for the warmth and security every 
child has the right to expect from his 
own mother. 

This paper deals with the less obvious 
rejection from which many children suf- 
fer. The mother is seldom aware of this 
feeling within herself; the child, with his 
keen sensitivity to his emotional surround- 
ings, may know something is very wrong 
in his mother’s feeling toward him and 
reacts in such a manner that behavior 
problems are soon apparent. This aggres- 
sive behavior brings forth more such re- 
jection with its concomitant guilt, then 
further aggressive behavior on the part 
of the child who is feeling pretty guilty 
too, about his hostility toward the person 
who means more to him at his early age, 
than any other. 

The primary difficulty lies not in the re- 
jection itself, for everyone rejects and is 
rejected again and again. Pure unmitigated 
love exists only for the romanticist. Love 
and no-love, or to use a stronger word, 
hate, exist together, in every human rela- 
tionship. 

The real problem stems from guilt that 
may be engendered by the rejection; 


*Psychiatric Social Worker, Mental Hygiene Clinic, Dela- 
ware State Hospital. 


DELAWARE STATE MeEpICcCAL JOURNAL 217 


guilt pushed down out of sight and out 
of mind, but rising again in another 
form—an overwhelming need to deny the 
rejection by being over-solicitous. Friends 
of this mother say admiringly, “She cer- 
tainly is a good conscientious mother,” 
and perhaps after a time they will add “— 
but that child can’t move without her 
hovering over him.” The teacher sees her 
walking the boy to school so he will be 
safe from such hazards as automobiles 
and bad boys. 

The doctor sees this mother in his office 
very frequently; “Johnny just won't eat 
the food he needs. I try so hard to get 
him to eat. Won’t you give him a tonic?” 
Johnny learns that when he complains of 
illness he gets a good deal of solicitous 
attention so; “Oh, Doctor, I’m so worried 
about him, he just doesn’t seem well. Do 
you think there is something seriously 
wrong with him?” Sometimes the child’s 
aggressive behavior is the main complaint. 
Often the physician sees this behavior 
as the most obvious problem. To quote 
one doctor, ‘‘He practically tore my office 
apart when the mother brought him in.” 

The physician, the minister, or the 
school will hopefully refer this child to 
the Mental Hygiene Clinic before the situ- 
ation is too far out of hand, for here the 
mother too will get whatever help she 
needs and is able to use. If the physician 
or other referring person recognizes the 
problem as one of relationship and can 
himself feel comfortable about the services 
offered by the Mental Health Hygiene 
Clinic to mother and child, he can prepare 
the mother to expect real help, as he re- 
fers her to the Clinic. 

The social worker has the first contact 
with this anxious over-solicitous mother 
and is trained in seeking out the under- 
lying causes for the mother’s feelings. 
Was the baby a boy, when the mother 
had set her heart on having a girl? Did 
the advent of the baby interfere with the 
social life of the young parents? Was the 
child born out of wedlock or perhaps too 
soon the first year of marriage? The social 
worker seeks the answers to these and 
many other questions as the mother pours 
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out her story of her problem, and her deep 
concern over it. 


Supported by the understanding atti- 
tude of the social worker, the mother is 
very likely to bring out what has probab- 
ly been obvious to the physician or other 
referring source; “Maybe it’s my fault. 
Maybe I’m the one who needs help.” The 
social worker lets her know that help is 
available; reassures her that she is not 
a “bad mother” when she becomes com- 
pletely exasperated with her child, nor 
even when the youngster says to her “I 
hate you.” All mothers are exasperated 
at times; all children hate when their 
wants or activities are thwarted. The 
social worker points out that mothers and 
children love each other too. She gives 
the mother an opportunity to pour out her 
pent up feelings and anxieties. 


It is not unusual to learn later that 
this first interview between mother and 
social worker has been of sound thera- 
peutic value, with tensions between 
mother and child eased even before the 
child is seen in the Clinic for psychological! 
tests and psychiatric evaluation. In ad- 
dition, the ground work has been laid 
for the recommendations of the Clinic 
staff as to treatment of the problem. The 
child may need only a few sessions of 
play therapy, in a permissive setting, as 
offered at the Clinic, while the real work 
is done with the mother. The services 
of the psychiatrist or social worker are 
available to the mother, depending on the 
seriousness of her problem. 

Love is both an individual phenomenon 
and one common to all mankind. Most 
parents put their very best conscious 
effort into the relationship with their chil- 
dren and feel hurt, frustrated and com- 
pletely at a loss when this effort is not 
rewarded by the love and confidence of 
their children. They are then so close 
to the problem and so emotionally involved 
as to need the help of an understanding 
professional person. 
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A CASE STUDY 
When A Child Leaves A Residential 
Setting 
JOHN C. WEBBER, M. S. W.,* 
Delaware City, Del. 


Perhaps one of the most vital aspects 
of treatment of a child is his preparation 
for eventual discharge from institutional 
care. It is at this time that the child 
is first presented with the prospect of 
leaving a protected therapeutic relation- 
ship to enter into the midst of a question- 
able and often times threatening new 
environment, 


It shall be the purpose of this paper to 
describe by way of a case presentation 
some problems involved in such a pro- 
cedure and the caseworker’s responsibility 
in dealing with them. Special emphasis 
will be placed on the caseworker’s respon- 
sibility in understanding the child and 
preparing the family, as well as school 
and social agencies for the patient’s re- 
turn to community living. 

Up until six months ago, and for a total 
period of two years, Jimmy, a 15 year old 
negro youngster, had been a patient at 
the Governor Bacon Health Center. He 
was referred originally by Family Court 
because of uncontrolled behavior in the 
community and violation of curfew. He 
had run away from his foster parents 
(both his parents had died by the time 
he was age 10) on several occasions, lied 
and stole. When apprehended, he gave 
false identifications; stating he would run 
away again if forced to return. it was 
the feeling of the court that he needed 
residential treatment and he was ad- 
mitted to the Center. Furthermore, such 
a placement would allow the authori- 
ties responsible for the youngster, to 
thoughtfully consider and plan for future 
home placement for him. 


At the initial psychiatric staff presenta- 
tion it was determined that much of his 
behavior seemed a reaction to his feelings 
of rejection by his foster parents. Even 
at this time he expressed his desire to 
grow up and be self sustaining because 


*Psychiatric Social Worker, Governor Bacon Health 
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he had not felt that he could depend on 
the adults in his past. He showed dis- 
organization of personality, flattening of 
affect and a predominant mood of sadness, 
resentment and discouragement. His ver- 
balization was poor. Psychological tests 
showed him to have average capacity with 
an ability to concentrate in a purposeful, 
persistent manner. He performed ade- 
quately on tests requiring visual motor 
coordination, but poorly when analytic, 
synthetic skills were required. There 
were no positive physical findings. He 
was diagnosed as: social problem, primary 
behavior disorder, personality disorder 
(excessive introspection, masochism, schi- 
zoid traits), conduct disturbance, truancy, 
stealing. 

His prognosis was considered fair with 
treatment in a psychotherapeutic envi- 
ronment. Reevaluation of the foster 
parents’ attitudes was considered essen- 
tial. 

Jimmy’s school and cottage adjustment 
at the Center varied from fair to poor 
during the early months of his stay. At 
school he appeared out of touch with reali- 
ty, bullied other children and seemed to 
enjoy being beaten by those his size or 
larger. His bigness in the group led him 
to increased bullying, sensitivity and 
craftiness. Academically he maintained 
a fourth grade level but on a verbal basis 
was roughly two full grades higher. At 
cottage he was immediately labeled 
“crazy” by the other children because of 
his fantastic tales. His story telling was 
frequent and it was difficult to obtain fac- 
tual data from him. This habit decreased 
gradually, and he improved in many ways, 
especially in personal appearance and 
group relationships. Jimmy was observed 
to stutter often, to bite his nails and pick 
his clothing. He also showed evidence 
of having many fears. 

Jimmy’s caseworker had _ interviews 
with him during his first year here on an 
infrequent basis. Several contacts were 
also made with the foster parents who 
appeared to show little direct concern 
over the youngster’s welfare. His home 
visits were found not to be too satisfac- 
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tory in that Jimmy often returned from 
them in a disturbed state. 

After a year’s time, however, sufficient 
change had taken place in him to signify 
he had benefited from the Center’s per- 
missive clinical atmosphere. The warm, 
accepting attitude of his cottage parent 
was a major factor in helping Jimmy 
transfer his hostilities from a destructive, 
sadistic medium to one in which he could 
express a good natured “rough house” 
relationship with both peers and adults. 
At school he was given the opportunity 
of special instruction both with his aca- 
demic work and with a speech impairment. 
The latter, although not too noticeable, 
was considered a contributory factor in 
his aggressive makeup. He was further 
able to sublimate his aggressive drives 
through vigorous athletic activity, super- 
vised by an accepting, yet firm recreation- 
al worker. 

In the midst of Jimmy’s last year at 
the Center the writer took over as the 
patient’s caseworker. It was around this 
time especially that he complained most 
about wanting to leave the Center. The 
worker, through a good relationship, at- 
tempted to explore his feelings around 
discharge and evaluate his reasons for 
requesting it. He expressed many reas- 
ons. At first he complained the other 
children were too small for him, that he 
preferred his old school, then he criticized 
the rules as being too strict. It was 
after several hours of weekly discussion 
that he was finally able to verbalize that 
he had just had enough of the Center. 
He wanted a home to go to where people 
would “appreciate him’’ and where he 
could have lots of “ground to work and 
roam in” and “plenty of freedom.” He 
wanted especially to earn money while 
doing this. 

We discussed the possibilities of other 
placements at great length, stressing the 
reality potentials of each. At the same 
time the worker continued to evaluate 
his progress with the environment to as- 
certain his readiness to leave, if that seem- 
ed feasible. He furthermore began to see 
the foster parents frequently to clarify 
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any role they might play in the boy’s fu- 
ture. Placement on a farm or any rural 
area of Jimmy’s description seemed un- 
feasible and this was discussed with him. 
When other types of placements were 
mentioned, including the foster home he 
came from, he balked, complaining that 
in these places too much work would be 
expected of him. He even went to the 
extent of requesting admission to another 
institution as a way out of his predica- 
ment. 

Jimmy revealed at this point more of 
his own ideas as to what constituted a fos- 
ter home. It was here that he expected 
to find a Utopian family—one that would 
accept him for what he is, help him with 
his problems, give him the love and af- 
fection he needed, while at the same time 
expecting little from him in return. He 
was helped to understand this and to con- 
sider the entire idea of placement from 
a realistic point of view. 

Eventually he requested more home 
visits with his foster parents and even 
spent Christmas vacation with them. At 
home he took on various household chores 
and volunteered to do some shopping. He 
picked up a part time job as a dish washer 
and was asked to return when he would 
be able to do so. 

He came back from his home visits 
more and more elated, and his foster 
parents began to show increasing inter- 
est in him. Response to requests for 
clothing from them was immediate. They 
seemed more motivated to change because 
of the youngster’s apparent efforts to do 
better. They began to develop some un- 
derstanding of his behavior and of their 
own role in helping him to cope with his 
desire to be more independent. They 
moved to a larger home and better neigh- 
borhood, which helped improve the envi- 
ronmental atmosphere. Finally, the fam- 
ily’s increasing requests to have Jimmy 
home, coupled with his own eagerness to 
return and his progress under treatment 
enabled the caseworker to discuss with the 
family plans for requesting custody. Peti- 
tion to the Court for legal custody was 
made and granted. This was a big step 
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in that it increased his feeling of security 
with his foster parents. 

He was released on a three month trial 
visit, but not before considerable anxiety 
became evident on his part. He became 
more and more tense as the time for leav- 
ing drew near. Even after months of dis- 
cussion, during which time he constantly 
pursued the worker for information about 
his discharge, he expressed amazement 
that the time had come so quickly. He 
asked if his friends would be leaving 
soon and wanted to know if he could re- 
turn for a visit. When the caseworker 
drove him to the school in the community 
to talk with the principal, he asked the 
worker to drive around the block a few 
times, all the while wondering if he really 
made the right decision. 

Throughout the last few months of his 
stay at the Center and during the trial 
visit period this case worker visited the 
school and discussed with the principal 
some of Jimmy’s problems, such as his 
size in relation to grade placement, his 
slowness in grasping certain work, (par- 
ticularly mathematics), his occasional 
tendency to bully younger children, and 
particularly his fears around returning 
to community living. Taking all the above 
factors into consideration, the principal, 
at Jimmy’s request placed him in grade 
8, although academically he was suited 
for grade seven. Here he would enjoy the 
status of joining his peers while at the 
same time knowing he must hold their 
respect by showing a serious attitude to- 
ward work. He was included in any de- 
cisions reached in these conferences. Oc- 
casional conferences between the worker 
and school staff during trial visit were 
planned and made. 

This worker has since contacted the 
settlement house in the community and 
requested that they invite Jim to partici- 
pate in some wholesome free time activ- 
ity. 

Discussion 

Jim’s adjustment during the trial visit 
period has been encouraging. His foster 
family continues to cooperate with us. At 
school he has been well liked, and is 
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described by his teacher (who taught him 
prior to his admission to the Center) as 
serious-minded and industrious. He has 
sought help in math from more advanced 
students and has maintained favorable 
classroom conduct. Promotion to the next 
higher grade is in the offing. 


Although progress with this case has 
been encouraging many problems still re- 
main to be solved. It should be noted that 
this youngster was confronted with the 
many anxieties about the move from a 
more protected environment back into the 
community, plus the bewilderment and 
ambivalent feelings of an adolescent seek- 
ing more freedom and independence. He 
will need further help from the case- 
worker and other understanding people 
with this conflict if he is to take up a 
satisfactory role in everyday society. 


Planning for discharge is very difficult, 
but can be a very therapeutic process in 
itself. The attitude the child carries with 
him into the community might very well 
determine the effectiveness of his treat- 
ment as well as his ability to adjust to 
an uncertain and perhaps new environ- 
ment, The child must have the opportu- 
nity to express his own ambivalence 
around leaving treatment, while at the 
same time receiving support in his ef- 
forts to plan ahead. He should, wherever 
possible, be introduced to contacts in the 
community so that the transition from 
institution to home becomes a more ac- 
ceptable one. 

The community—schools, physicians, 
recreational leaders, churches, social 
agencies, officers of the law, etc.—should 
be aware of the special problems which 
might face Jimmy and other youngsters 
who return to community living from the 
environs of the institution, in order to most 
effectively help them bridge this im- 
portant step. 


This Month In The Magazines 
Collier’s July 23, 1954—*“Is the Secret 
of Cancer Locked in the Brain?” by Eric 
Northrup and John Gilmore. 


Subtitle: “It May Be. A daring brain 
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operation — still experimental — brings 
amazing relief to ‘hopeless’ cancer vic- 
tims.” 

Summary: “... neurosurgeons, intern- 
ists, and other specialists have teamed to 
uproot the pituitary gland—remove it in 
entirety from patients who have entered 
the ‘terminal’ or death stage of prostate, 
breast and other forms of cancer.” “Up- 
rooting man’s hypophysis is now being 
tried by small groups of clinicians and re- 
searchers in at least five points on the 
globe—Stockholm, Paris, Havana, New 
York, Baltimore” ... ‘““Moreover, scientists 
hope that by removing the gland they 
may learn enough to find a drug or 
counterhormone that will eliminate the 
need for surgery and provide tomorrow’s 
citizens with a major defense against 
cancer.” 


A.C.P. To Use TV Closed Circuit Telecast 

On Thursday evening, September 23, 
1954, from 6:00 p.m. to 7:00 p.m., Eastern 
Daylight Saving Time, the American Col- 
lege of Physicians will utilize television 
through a national closed circuit over the 
Columbia Broadcasting System to carry to 
its members and their colleagues a Sympo- 
sium On The Management of Hyperten- 
sion. This telecast is made _ possible 
through the co-operation and generous 
support of Wyeth Incorporated of Phil- 
adelphia, and will be the first nationwide 
closed circuit hookup for postgraduate 
medical education. 

A “closed TV circuit” is one by which 
reception is controlled and not open to the 
general TV public. This telecast cannot 
be picked up in the home, but the invited 
audience must go to the TV receiving sta- 
tion. Twenty-three such receiving sta- 
tions will be used; these will be located 
in Boston, New York, Philadelphia, Wash- 
ington, Pittsburgh, Charlotte, Atlanta, 
Cincinnati, Detroit, Chicago, St. Louis, 
Milwaukee, Minneapolis, Memphis, Dal- 
las, Houston, New Orleans, Denver, Salt 
Lake City, Los Angeles, San Francisco, 
Baltimore and Cleveland. 
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The Five Day Hospital Week 
The Bulletin of the Medical Society of 
the County of Kings' comments on the 
five-day hospital week and asks “‘whether 
or not this is a blessing or a curse to the 
sick people’”— 


It seems as if but yesterday that hos- 
pitals functioned twenty-four hours a day 
and seven days a week. However, since 
the second World War, there have been 
serious changes in the management of hos- 
pitals and at amazing speed, so much so 
that the average doctor is at a loss when 
confronted with ever-changing innova- 
tions instituted in many hospitals. Among 
the changes now prevailing in the vast 
majority of hospitals, especially in the 
larger cities, is the establishment of the 
five-day hospital week. The pathologic 
and clinical laboratories, the x-ray depart- 
ment, the social service department, the 
administrative department, and many 
other departments function five days a 
week. Only a skeletal force of interns 
and residents is to be found in most hos- 
pitals on Saturdays and Sundays. It must 
be remembered that change and progress 
are not synonymous. It would be well for 
all of us to stop and to evaluate tho con- 
sequences of the five-day hospital week. 
Many serious-minded doctors are begin- 
ning to complain that their patients are 
inadequately treated in the hospitals on 
week ends. Patients are complaining that 
they receive no treatment on week ends 
while in the hospital, and many of them 
protest that they are unjustly charged for 
these two days since nothing is being done 
for them at that time. 


It is time to reflect whether or not the 
five-day hospital week is a blessing or a 
curse to the sick people. From every side 
we are being warned that doctors have a 
bad press, that there has developed a 
strained relationship between the lay peo- 
ple and the medical profession, that lay 
people are no longer regarding doctors as 
messengers of God, and that the public 
is turning to cultists and quacks becau8e 
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of the unfavorable propaganda against the 
medical profession. The fact of the matter 
is that the five-day hospital week is 
creating a good deal of the discord between 
the medical profession and the general 
public. It would be well for the leaders 
of medicine to stop and to think and to 
evaluate the end results of the five-day 
hospital week and to institute measures to 
remedy them. The treatment of the sick 
is the responsibility of the medical pro- 
fession; it must not permit laymen to dic- 
tate how, where, and when to treat those 
who are ill. 


We agree that the welfare of the sick 
person is, or should be, paramount. We 
think that all who operate the hospitals, 
administer them, and care for the sick 
do so with that consideration in mind. 
Since all are human beings with diverse 
backgrounds and training, it may well 
happen that the objective may not always 
be attained. It is true that 


. voluntary hospitals are regulated 
and controlled by lay people who comprise 
the board of trustees or directors of the 
hospitals, and who may “hire or fire’’ doc- 
tors at will. Nevertheless, it is the doctors 
who regulate the management of the aver- 
age hospital, and directly are responsible 
for the reputation of any particular insti- 
tution. Most lay people equate hospitals 
with doctors, and believe that it is the 
doctors who are responsible for the type 
of management of any given hospital. Con- 
sequently the type of treatment that lay 
people receive in hospitals will in a mea- 
sure mould and determine the opinion of 
doctors held by laymen. 


But only in a measure will this be so. 
The opinion lay people may have about 
doctors will in the final analysis be deter- 
mined, will it not, by the doctors and their 
attitudes towards nonmedical people, sick 
or well? 

The Bulletin presents an _ interesting 
argument if not, in our opinion, the whole 
story. 


Editorial, N.Y.S./.M., July 1, 1954 
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SKIN TEST DETERMINES 
TRUE SEX 

A microscopic skin study which shows 
the true sex of an individual was recently 
described by a State University of lowa 
scientist speaking before an annual meet- 
ing of the Endocrine Society in San Fran- 
cisco. 

Dr. Warren O. Nelson, professor of anat- 
omy in the university’s college of medi- 
cine, said research at SUI had confirmed a 
Canadian scientist’s earlier report that a 
difference exists in the skin cells of males 
and females. This difference, Dr. Nelson 
said, can be used as a means of determin- 
ing the true sex of an individual in whom 
faulty development prior to birth has re- 
sulted in both male and female character- 
istics. 

The incidence of such cases, he added, 
probably is higher than many people be- 
lieve. It is estimated that in one out of 
every thousand births, attending physi- 
cians are faced with some uncertainty as 
to the child’s sex. A doctor can order the 
microscopic skin study in such a case and 
determine immediately whether the child 
should be reared as a boy or girl. 


This does not eliminate the possibility 
of corrective surgery being needed in 
later years, Dr. Nelson emphasized, but 
the test at birth can eliminate the unhap- 
piness that usually accompanies the dis- 
covery that a boy has been reared as a 
girl or vice versa. 


First reported by Dr. Murray Barr of 
the University of ‘Western Ontario in 
Canada, the difference lies in the nuclei 
of the skin cells. It is known that small 
masses of chromatin lie within the skin 
cell nuclei, and that in many of these 
nuclei there are such masses which cling 
to the inside wall. (Chromatin is a sub- 
stance which scientists believe determines 
the physical characteristics that an in- 
dividual inherits.) 

Dr. Barr said he found that a high per- 
centage of nuclei in a female’s skin have 
these masses attached to the inside wall, 
but that such attached masses appear in 
few of the nuclei in male skin cells. His 
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conclusion, therefore, was that a person’s 
sex could be determined by the percentage 
of skin cell nuclei which inciude these at- 
tached masses of chromatin. 

During the past year, Dr. Nelson and his 
associate, Dr. Eve Marberger, have con- 
ducted further studies, all of which have 
borne out Dr. Barr’s report. In this re- 
search, skin from females showed that 69 
per cent of the nuclei contained the masses 
attached to the edge, while skin from 
males showed such masses in only five per 
cent of the nuclei. 

Dr. Nelson said the test has been used 
on several persons of indeterminate sex 
who have sought help at the University 
of lowa hospitals. The test involves noth- 
ing more, he said, than taking from a 
person’s body a small piece of skin, view- 
ing it under the microscope and determin- 
ing the percentage of cell nuclei in which 
small masses of chromatin are attached 
to the inside walls. 


CONTENTS 
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PossiBLE ORGANIC BASIS FOR A SYNDROME, 
READING DISABILITY, HYPERACIDITY, AND 
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SOME OF EMOTIONALLY DisTURBED 
CHILDREN ACADEMIC RETARDATION, 
Ruth V. Higbee, Ph.D.,* Delaware City, Del. 212 


FAMILY CARE, Helena W. Odiorne, M. A.,* lchowndl 
215 


Tue ResectTen CHILD, THE SOCIAL WORKER'S 
APPROACH TO THE PROBLEM, Ruth O. 
Thatcher, M. &. W.,* Farnhurst, Del. ....... 217 


A Case Strupy: WHEN A CHILD LEAVES A ReEsti- 
PDENTIAL SeTTine, John C. Webber, M. &. 
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MEDICAL SOCIETY OF DELAWARE 
Peoples Church Community Hall 
DOVER, DELAWARE 
MONDAY, OCT. 11, 1954 
8:30 p.m.—House of Delezates. 


TUESDAY, OCT. 12, 1954 

9:30 a.m.—Invocation: Rev. Robert W. 
Duke, Dover. 

9:40 a.m.—Address of Welcome: Hon. 
W. Edward Haman, Dover. 

9:50 a.m.—Report of House of Dele- 
gates: Norman L. Cannon, 
Wilmington. 

10:00 a.m.—Description of Common Dis- 
eases of the Ocular Fundus, 
Robert J. Fox, Dover. 

10:30 a.m.—The Chemotheraphy of Pul- 
monary Infections, William 
P. Boger, West Point, Pa. 

11:00 a.m.—Exhibits. 

11:30 a.m.—The Acute Abdomen, Victor 
P. Satinsky, Philadelphia. 


12:30 a.m.—Luncheon: Members and 
Guests, Medical Society of 
Delaware. 


2:00 p.m.—Importance of Early Diag- 
nosis in Cancer of the P.os- 
tate, J. A. Campbell Colston, 
Baltimore. 

2:40 p.m.—Functional Problems of 
Gynecology, Edmund R. 
Novak, Baltimore. 

3:20 p.m.—Exhibits. 

3:50 p.m.—Some Essentials in Office 
Proctology, Samuel McLana- 
han, Baltimore. 

4:30 p.m.—Office Surgery for the Gen- 
eral Practitioner, George P. 
Finney, Baltimore. 


6:45 p.m.—Reception and Dinner (Sub- 
scription). Maple Dale C.C. 

9:00 p.m.—Address: U. S. Senator, J. 
Allen Frear, Jr. 


WEDNESDAY, OCT. 13, 1954 
9:30 a.m.—American Medical Education 
Foundation: C. L. Hudiburg, 
Wilmington. 
9:40 a.m.—The Preventable Complica- 
tions of Myocardial Infarc- 
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tion, A. Henry Clagett, Jr., 
Wilmington. 

19:20 a.m.—What Price Antimicrobia: 
Therapy, Harrison F. Flip- 
pin, Philadelphia. 

11:00 a.m.—Exhibits. 

11:30 a.m.—Presidential Address: The 
Physician and Public Rela- 
tions, Hewitt W. Smith, Har- 
rington. 

12:10 p.m.—Election of Presicent-ele-:t 
for 1955. (Sussex County) 


12:30 pm.—Luncheon: Members, Guests 
and Auxiliary. Kent County 
Medical Society. 


Symposium on Traffic Accidents 
2:00 p.m.—The Human Element in Ac- 


cidents, Kenneth Appe! 
and Albert E. Scheflen, Phi!- 
adelphia. 

:-40 p.m.—The Physician’s Part In 
Highway Safety, Capt. C 
Preston Poore, Dover. 

:20 p.m.—Exhibits 

:50 p.m.—Safety Education Program 
and the Physician. Mr. J. 
James Ashton, Wilmington 


Co 


WOMAN’S AUXILIARY, M.S. OF D. 
TUESDAY, OCT. 12, 1954 
Maple Dale Country Club 


10:00 a.m.—Registration. 

10:30 a.m.—Business Session; Guest 
Speaker: Mrs. George Tur- 
ner, President, Woman's 
Auxiliary to A. M. A. 


12:50 p.m.—Luncheon: Guest Speaker: 
Ernest B. Howard, Ass‘. 
Secretary, A. M. A. 


6:45 p.m.—Reception and Dinner (Sub- 
scription). 


WEDNESDAY, OCT. 13, 1954 
Peoples Church Community Hall 
10:30 a.m.—Business Session and Elec- 


tion. Inaugural Address: 
Mrs. Gerald A. Beatty. 


12:30 p.m.—Luncheon: Members, Guests 
and Auxiliary. Kent County 
Medical Society. 
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Use of Alidase® in Closed Wounds: Contusions, 
Sprains, Dislocations, Simple Fractures 


In traumatic surgery' where “definitive treatment... 

is often delayed while the surgeon waits for nature to dispose of 
hematoma and oedema” Alidase is an efficient means‘? 

of accelerating dispersion of accumulated fluids. 


Swenson? has described his highly successful results 
with Alidase in various types of closed wounds. He 
summarized them as follows: 

To remove local fluid accumulations in contusions or 
bruises, “The usual dose, 500 viscosity units Alidase® 
mixed in a small amount of normal saline, is injected 
into the localized fluid. Mixing the hyaluronidase in 
1 per cent procaine solution will also produce local 
vasodilatation, relief of local pain and more rapid 
absorption of the fluid mass. This method can also 
be applied to traumatized bursae or synovial spaces 
which do not respond to repeated aspirations.” 

The point of maximal pain is infiltrated with 10 cc. 
of a 1 per cent procaine solution to which 500 vis- 
cosity units of Alidase have been added. With this 
simple technic, a high percentage of successful results 
has been obtained. 

Alidase may be used to advantage to produce more 
rapidly a short-acting, complete block anesthesia and 
to facilitate reduction in subluxation or complete dis- 
locations of the interphalangeal joints. When anes- 


thesia is required for fracture reduction, local block 
anesthesia can be simplified by adding Alidase to the 
anesthetic solution. Alidase also tends to decrease 
local edema and hematoma formation. 

Fluids administered with Alidaseare rapidly absorbed 
from subcutaneous tissue. The simplicity of hypoder- 
moclysis avoids the cumbersome arm board, permits 
convenient administration with little or no pain or 
swelling, is vein-sparing and saves nursing time in 
such conditions as burns, postoperative states, tox- 
emias and parenteral alimentation. 

Alidase (brand of hyaluronidase) is supplied in 
serum-type ampuls of 500 viscosity units. It is ac- 
cepted by the Council on Pharmacy and Chemistry 
of the American Medical Association. G. D. Searle 
& Co., Research in the Service of Medicine. 


1. MacAusland, W. R., Jr.: Gartland, J. J., and Hallock, H.: 
The Use of Hyaluronidase in Orthopaedic Surgery, J. Bone & 
Joint Surg. 35-A :604 (July) 1953. 

2. Swenson, §. A., Jr.: Minor Surgical Aspects of Closed Wounds, 
Am. J. Surg. &7 :384 (March) 1954. 
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EVERYTHING NEW IN DRUGS 


FOR DOCTORS ONLY! 


6-1380 is Brittingham’s unlisted telephone num- 
ber for the use of doctors only . . . . Phone your 
prescriptions to us and we will deliver them by 
fast motorcycle to any point in the city or sub- 
urbs, . . . No charge, of course! 


BRITTINGHAM’S 


PHARMACY 


DELAWARE TRUST BUILDING 
EDGEMOOR 


MEDICAL ARTS BUILDING 
FAIRFAX SHOPPES 


about 
46 CALORIES 


per 18 gram slic 


POST GRADUATE COURSE 
IN CARDIOLOGY 
HAHNEMANN MEDICAL 
COLLEGE & HOSPITAL 


Starting in October, another postgradu- 
ate course in Cardiology will be given on 
Thursday afternoons from 2:00 to 5:00 for 
thirty sessions. Modern diagnosis and 
treatment of various forms of heart dis- 
ease will be discussed. Registration is 
limited, and early enrollment is suggested. 


INGREDIENTS ... 
WHEAT, WHOLE WHEAT AND FLAKED 
OR ROLLED WHEAT FLOURS, YEAST, 
MOLASSES, SALT, HONEY, MALT, CARAMEL, 
SESAME SEED, YEAST FOOD, WITH AN 


ADDITION OF WHOLE RYE, OATMEAL, 
SOYA, GLUTEN AND BARLEY FLOURS, PLUS 
DEHYDRATED VEGETABLE FLOURS, 
INCLUDING CARROT, SPINACH, KELP, 
LETTUCE, PUMPKIN, CABBAGE, CELERY 
AND PARSLEY. CALCIUM PROPIONATE 
ADDED TO RETARD SPOILAGE. 

Baked exclusively FOR YOU by 


Under License By Notional Bakers Services, Inc., Chicago 


Detailed information will be forwarded 
upon request to Lowell L. Lane, M.D., De- 
partment of Cardiology, Hahnemann Hos- 
pital, Philadelphia 2, Pennsylvania. 


Approved by The American Academy of 
General Practice for formal credit. 
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OPTIMUM Caloric balance 
— 60% of caloric intake, 
gradually achieved in 
easily assimilable carbo- 
hydrates—is assured 


carbohydrate intake. 


A MISCIBLE liquid, Karo 
is quickly dissolved, easy 
to use, readily available 
and inexpensive. 


A BALANCED mixture of 
dextrins, maitose and 
dextrose, Karo is well 
tolerated, easily digested, 
gradually absorbed at 
spaced intervals and 
completely utilized. 

PRECLUDES fermentation 
and irritation. Produces 
no reactions, hypoaller- 
genic. Bacteria-free Karo 
is safe for feeding pre- 
matures, newborns, and 
infants—well and sick. 


Refining Company 
17 Battery Plage, New ¥ 


LIGHT and dark Karo are 
interchangeable in for- 
mulas; both yield 60 cal- 
ories per tablespoon. 
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your patients appreciate 
(and you will, too) 


AIR-CONDITIONING 
by 
PY worrtHINGTON 
Room Air-Conditioners | 
Package Units 
0 
Most patients appreciate the thoughtfulness N | ee 
of the doctor who air conditions his offices. m 
You, too, will enjoy working in the comfort Worthington Peckege Units 
of an office which is quietly, dependably, 
cooled on even the hottest summer day. cies te entices tome 


Worthington air conditioning equipment is attractive, versatile . . . 
economical. 


Units cool, dehumidify, clean, circulate and ventilate. Winter heating coil 
available if desired. Minimum power and water consumptions; precision 
manufacture insures long life, low maintenance. 


Thousands of homes, commercial establishments, and professional people 
are now enjoying Worthington air conditioning. Immediate installation. 
Investigate today. 


Phone 8-7201 
— -AIR CONDITIONING DEPARTMENT - - - - = 


Diamond ice & Coal Co. 


Vandever Avenue G Jessup Street 
Wilmington, Delaware 


MORE THAN FORTY YEARS EXPERIENCE IN THE REFRIGERATION FIELD 
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pediatric preoperative sedation 


one of the 
44 uses for 


short-acting 


NEMBUTAL 


A barbiturate which seems to 
have a most consistent effect in 
my experience is NEMBUTAL 
(Pentobarbital, Abbott) . . . admin- 
istered one hour before operation 
and morphine sulphate twenty 
minutes before the patient goes in- 
to the operating room. 


“Tf this preoperative medication is 
followed, the child will not be ap- 
prehensive and will often require 
less than the usual amount of anes- 
thetic ... one is impressed with the 
quiet sleep they produce and more 
impressed with the quiet uneventful 
recovery and infrequent 

nausea and vomiting.” 


Schaerrer, W. C., J. Missouri M. A., 37:287. 
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ECKERD’S 
DRUG STORES 


COMPLETE 
DRUG SERVICE 


PHYSICIAN - PATIENT 
BIOLOGICALS 
PHARMACEUTICALS 
HOSPITAL SUPPLIES 
SURGICAL BELTS 
ELASTIC STOCKINGS 
TRUSSES 
513 Market Street 723 Market Street 


900 Orange Street Manor Park 
WILMINGTON, DELAWARE 


Baynard Optical 
Company 


Prescription Opticians 
We Specialize in Making 
Spectacles and Lenses 
According to Eye Physicians’ 
Prescriptions 


5th and Market Sts. 
Wilmington, Delaware 


PARKE 


Supp her 


COFFEE TEAS 
SPICES CANNED FOODS 
FLAVORING EXTRACTS 


L. H. Parke Company 
Philadelphia - —_Pittsburgh 
7746 Dungan Rd, Philadelphia 11, Penna 


JOHN G. MERKEL 
& SONS 


h YSICLANs —Hospit a 


PHONE 4-8818 


801 N. Union Street 


Wilmington, Delaware 
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e maintain 
prompt city-wide 
delivery service 
for prescriptions. 


CAPPEAU’S 


Drug Store of Service 


DELAWARE AVE. at DUPONT ST. 
Dial 6-8537 
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As publishers of the Dela- 
ware State Medical Journal, we 
wish to call attention also to our 
other printing services in pro- 
ducing: 

Letterheads and business 
stationery 
Booklets and brochures 


House organs and school 
publications 


Newspapers and tabloids 
in black and color. 


One-time carbon office 
forms. 


Ruled accounting sheets 
Announcements 


In Short: All types of commercial printing 


STAR PUBLISHING COMPANY 
South Justison Street 
Wilmington 99, Delaware 


ACCIDENT 


HOSPITAL 


SICKNESS 


INSURANCE 


For Physicians, Surgeons, Dentists Exclusively 


$5 000 accidental death Quarterly $8.00 
$25 weekly indemnity, accident and sickness 


$15,000 accidental death Qua-terly $24.00 
$75 weekly indemnity, accident and uickness 


$11 0,000 accidental death Quarterly $16.00 
$50 weekly indemnity, accident and sickness 


$20,000 accidental death Quorter'y $32.00 
$100 weekly indemn'‘ty, accident and sickness 


COST HAS NEVER EXCEEDED AMOUNTS SHOWN 


ALSO HOSPITAL INSURANCE 
Do 


Single uble Triple Quadruple 
60 days in Hospital ™ 5.00 per day 10.00 per day 15.00 per day 20.00 per day 
30 days of Nurse at Home ................... 5.00 per day 10.00 per day 15.00 per day 20.00 per day 
Laboratory Fees in Hospita) ................ 5.00 10.00 15.00 20.00 
Operating Room in Hospital ................ 10.00 20.00 30.00 40.00 
Anesthetic in Hospital 10.00 20.00 30.00 40.00 
X-Ray in Hospital 10.00 20.00 30.00 40.00 
Medicines in Hospital 10.00 20.00 30.00 40.00 
Ambulance to or from Hospital ........ 10.00 20.00 30.00 40.00 

COSTS (Quarterly) 
Adult 2.50 5.00 7.50 10.00 
1.50 3.00 4.50 6.00 
Child over age 19 tin A SR 2.50 5.00 7.50 10.00 
$4,000,000.00 PHYSICIANS CASUALTY ASSOCIATION $19,500,000.00 


INVESTED ASSETS 


PHYSICIANS HEALTH ASSOCIATION 


PAID FOR CLAIMS 


51 years under the same management 


400 First National Bank Building 


Omaha 2, Nebraska 


$200.000.00 deposited with State of Nebraska for protection of our members 
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...from Two 
Outstanding Cases 


RED LABEL e BLACK LABEL 
Both 86.6 Proof 


Johnnic Walker stands out in its devotion to 
quality. Every drop is made in Scotland. Every 
drop is distilled with the skill and care that 
come from generations of fine whisky-making. 
And every drop of Johnnie Walker is guarded 
all the way to give you perfect Scotch whisky ... 


the same high quality the world over, 


BORN 1820... 
STILL GOING STRONG 


JOHNNIE 
WALKER 


BLENDED SCOTCH WHISKY 


CANADA DRY GINGER ALE, Inc., New York, Y., Sele Importe> 


The Delaware State 


Medical Journal 


Official Organ Of 
The Medical Society Of Delaware 


Annual Subscription 
For Non-Members $4.00 


Single Copies 50c 
(August Mental Hygiene Issue $1.00) 


For Advertising Rates 
And Information 
Contact Dr. M. A. Tarumianz, 
Managing Editor 


Farnhurst, Delaware 


Physicians’ and Surgeons’ 


PROFESSIONAL 
Liability Insurance 


Provides Complete Malpractice Pro- 
tection, Avoids Unpleasant Situations 
Sy Immediate Thorough Investigation 
And Saves You The High Costs Of 
Litigation. 
The Only Plan Which Is Officially Spon- 
sorea By Your Local Medical Society 
The New Castle County Med cal Society 


The Kent County Med cal Society 
The Sussex County Medica! Scciety 


WRITE OR PHONE 


J. A. Montgomery, Inc. 


DuPont Bidg. 10th & Orange Sts 


87 Years of Dependable Service 
Phone Wilmington 8-647] 


If it’s insurable we can insure it 
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Any moment, now, it will happen... alittle hand reaching... 
a puppy-tail wagging ... and suddenly a boy and his new dog 
will be tumbling together in the beginning of love. 


Here, in such a moment, out of the heart’s deep need for love 
begins the reaching for security that all of us need all our lives. 


Only in the freedom of a country like ours 


can each one of us have the privilege of 
working for the security of those we love. 
And building that security yields a double 
reward: happiness in our homes and 


strength for America. 


For the strength of our country is simply 
that of one secure home joined to another’s. 


Your security and that of your country 


vegin in your home. 


Saving for security is easy! Read eve:, word—now! 


If you’ve tried to save and failed, 
chances are it was because you didn’t 
have a plan. Well, here’s a savings sys- 
tem that really works—the Payroll 
Savings Plan for investing in U.S. 
Savings Bonds. This is all you do. Go 
to your company’s pay office, choose 
the amount you want to save—a couple 
of dollars a payday, or as much as you 
wish. That money will be set aside for 


you before you even draw your pay. 


And automatically invested in Series 
“E” U.S. Savings Bonds which are 
turned over to you. 


If you can save only $3.75 a week on 
the Plan, in 9 years and 8 months you 
will have $2,137.30. 


United States Series “E” Savings 
Bonds earn interest at an average of 
3% per year, compounded semiannu- 
ally, when held to maturity! And they 


can go on earning interest for as long 
as 19 years and 8 months if you wis):, 
giving you a return of 80% on your 
original investment! 

Eight million working men and 
women are building their security with 
the Payroll Savings Plan. For your 
sake, and your family’s, too, how about 
signing up today? If yow are self- 
employed, ask your banker about the 
Bond-A-Month Plan. 


The U.S. Government does not pay for this advertisement. It is donated ov this publication in 
cooperation Council of America. 


ion with the Advertising 


and the Magazine 
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Physiological test 
compares 


“Micronite” Filter with other cigarette f 


To compare the efficiency of various 
filters as they affect physiological re- 
‘sponses in the cigarette smoker, drop 
in surface skin temperature at the last 
phalanx was measured. 


Using well-established procedures, 
the subject smoked conventional filter 
cigarettes and the new KENT with 
the exclusive Micronite Filter. 


For every other filter cigarette, the 
drop in temperature averaged over 6 
degrees. For KENT’s Micronite Filter, 
there was no appreciable drop. 


These findings confirm the results of 
other scientific measurements that 
show these facts: 1) KENT’s Micronite 
Filter takes out far more nicotine and 


tars than any other cigarette, old or 
new. 2) Ordinary cotton, cellulose or 
crepe paper filters remove a small but 
ineffective amount of nicotine and tars. 


Thus KENT, with the first filter that 
really works, gives the one smoker out 
of every three who is susceptible to 
nicotine and tars the protection he 
needs . . . while offering the satisfac- 
tion he expects of fine tobacco. 

For these reasons, smokers have 
made the new KENT the most popular 
new brand of cigarette to be introduced 
in the last 20 years. 

If you have yet to try the new KENT 
with the exclusive Micronite Filter, may 
we suggest you do so soon? 


ters 


“KENT” AND “MICRONITE’’ 
ARE REGISTERED TRADEMARKS 
OF P. LORILLARD COMPANY 
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FRAIMS DAIRIES 


Quality Dairy roducts 
Since 1900 


GOLDEN GUERNSEY MILK 


Wilmington, Delaware Phone 6-8225 


A Stove for... 


Quality inded Fol. 


LEIBOWITZ’‘S 
224-226 MARKET STREET 
Wilmington, Delaware 


George T. Tobin & Son 


BUTCHERS 


NEW CASTLE, DELAWARE 
Phone N. C. 3411 
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_Ad, vertisers 


Look for the 
Sealtest trademark 
and the 

red tile pattern 
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Enjoy instant, plentiful hot water 


For downright conven- With an Automatic Gas 
ience, comfort and health 
of your family — you WATER HEATER 


should have an ample, 
reliable supply of hot 
water! With an Auto- 
matic Gas Water Heat- 
er in your Home, you’re 
sure of all the hot water 
you want, when you want 
it. For lightening house- 
hold tasks, bathing, 
cleaning, dishwashing, laundering and many 
other uses. Besides, you save time and worry, 
for you’re sure of constant water tempera- 
tures at low cost. Arrange for the installation 
of an Automatic Gas Water Heater in your 
home now. Ask your Plumber, or stop in to 
see us. 
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Lasting quality 
throughout the years 
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TRI-MALTOSE 


provide important. 
physiologic safeguards 


SPARING EFFECT OF ADDED 
CARBOHYDRATE (DEXTRI-MALTOSE) ON Added renal safety. When the effective 
carbohydrate, Dextri-Maltose®, is added to cow's milk 
e0 | formulas, the infant's water requirements are 
" reduced. This provides an added margin of safety 
7” against dehydration. In addition, the load on the 
water excretory capacity of the infant's immature 
kidneys is reduced.’” 
: “T The margin of renal safety is especially important 
= sn since various stresses and handicaps have been 
minds” shown to influence the infant's fluid balance 
* Data of Pratt & Snyderman: Pediatrics 11: 65, 1953 and renal capacity.****® 
Better nitrogen retention. The addition 
DEXTRI-MALTOSE ON UREA EXCRETION? of adequate carbohydrate (Dextri-Maltose) to 
caronies cow's milk formulas increases the infant's nitrogen 
2 ist ADDED CALORIES retention and promotes the efficient use of nitrogen 
o AS DEXTR! MALTOSE 2 
= for growth,” causing a reduction in the excretion of 
2 urea and lightening the load on the infant's kidneys. 
Ample carbohydrate is provided in a milk and water 
sanon oe mixture by inclusion of 4 to 5% of Dextri-Maltose— 
SSL Peas PA or 1 tablespoonful to each 5 or 6 fluid ounces 


of formula. 


With a record of forty-three years of outstanding 
clinical success, no other carbohydrate has earned 
such world-wide acceptance and confidence in its 
constant dependability as Dextri-Maltose. 


1. Pratt & Snydermon: Pediatrics 11: 65, 1953;'2. Calcagno & Rubin: 
Pediatrics (in press); 3. Calcagno, Rubin & Weintraub: J. Clin. Investi- 

tion 33: 91, 1954; 4. Cooke, Pratt & Darrow: Yale J. Biol. & Med. 
9 227, 1950; 5. Gamble: J. Pediat. 30: 488, 1947; 6. Rappaport: 
Am. J. Dis. Child. 74: 682, 1947. 


DEXTRI-MALTOSE 


the carbohydrate of choice for infant formulas 


MEAD JOHNSON & COMPANY + EVANSVILLE, INDIANA, U.S.A. MEAD 
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